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Extensive studies have shown that approximately 20% of 
nulliparous women have retrodisplaced uteri. Polak (1926) 
in an analysis of 2,000 cases found 18% of congenital 
retroversions in nulliparous women and 35% in post-partum 
women. Since 1928, 66 patients with retrodisplaced 
gravid uteri have been admitted to the wards of University 
College Hospital. They were admitted on account of 
threatened abortion, hyperemesis gravidarum, incarceration 
of the uterus, or because it was considered necessary to 
keep the patient under observation. It should be pointed 
out that many cases are seen and treated as out-patients. 
In addition it is hardly necessary to point out that a number 
of pregnant women who present themselves at the clinic 
with normally anteverted uteri after the 16th week of preg- 
nancy may have started the pregnancy with a retrodisplaced 
uterus. According to the figures of Polak (1926) 18% of 
primigravidae and 35% of multiparae should have a retro- 
displaced gravid uterus in the early weeks of pregnancy. 
This, however, would only be so if the woman with the 
displaced uterus were fertile. 

During the years 1944-5 474 patients were examined 
in the antenatal department of this hospital before or during 
the 12th week of pregnancy ; 381 were primigravidae, of 
whom 21 had a retrodisplaced uterus, and 93 were multi- 
parae, of whom 6 had this malposition of the uterus. The 
incidence of the retrodisplacement from this small number 
of cases is therefore 5.5% for primigravidae and 6.5% for 
multiparae. Hence the incidence of the condition is per- 
haps greater than is generally realized and certainly much 
greater than that obtained from the records of patients 
admitted to the wards. Similarly, since those not admitted 
usually continue their pregnancies to a successful conclu- 
sion, the incidence of abortion obtained from in-patient 
records is greater than it is in fact. 


Sterility 


It is generally supposed that retrodisplacement may be a 
cause of sterility. Wilfred Shaw (1945a) states: “ It is com- 
mon clinical experience that sterility can be cured by sus- 
pending the uterus in a position of anteflexion by operation, 
so that it is reasonable to assume that the retroflexion of 
itself may cause sterility.” Beckwith Whitehouse (1935) 
makes a similar statement: “‘ Women with a backward dis- 
placement are by no means necessarily sterile, but it has 
been frequently observed that after several years of non- 
fertile marriage cure of a backward displacement has been 
followed by conception. This displacement is therefore a 
possible factor in the causation of sterility.” Ten Teachers 


(1942a) state: “ Retroversion of the uterus either may be 
congenital or may occur for the first time after abortion 
or childbirth. That the majority of women can become 
pregnant with the uterus in this position is undoubtedly 
the case. In a small proportion, however, the retroversion 
would appear to be a definite cause of the inability to con- 


_ceive in that pregnancy has at once followed the replace- 
“ Possibly 


ment of the organ.” Fairbairn (1924a) says: 
they [conical cervix, pin-hole os, and retroversion] may play 
a part in lessening the chances of conception, but pregnancy 
occurs so often in spite of them that it cannot be.a big part.” 

Among the in-patient cases under review there were 33 
primigravidae. The duration of marriage before concep- 
tion is known in 25 of them and two others were unmarried. 
Seven of the 25 married primigravidae had been married 
for more than 4 years, and three of these had previously 
presented themselves to a gynaecological clinic on account 
of sterility of 4 years’, 7 years’, and 7 years’ duration. The 
three patients were investigated in the usual way, and each 
had either an insufflation or hysterosalpingography. Two 
conceived immediately and the third within a month of this 
investigation. 

It seems reasonable to suggest, therefore, that any woman 


complaining of sterility in whom the only abnormality to. 


be found is a retrodisplaced uterus should be investigated 
and treated along the same lines as would be a woman with 
an anteverted uterus. This investigation should include, 
of course, the determination of tubal patency and fertility 
of the husband. Only if conception has not taken place 
within a reasonable number of months after such investi- 


gations and treatment should operative correction of the 


malposition be considered in a nullipara, or manual cor- 
rection and pessary treatment in - multipara if this is 
possible. 
Abortion 

Sinclair (1900), writing on the retrodisplaced gravid 
uterus, states: “It is, in my opinion, probably the most 
common cause of repeated abortions in the same woman.” 
Barnett (1941) states: “ Abortion is a frequent termination 
of the retroflexed pregnant uterus, usually occurring after 
about two and a half months of pregnancy, and is caused 
by a disturbance in the uterine circulation.” Other 
authorities (Munro Kerr, 1937a ; Wilfred Shaw, 19450) 
write in the same vein. 

In the present series of admitted patients there were 14 
abortions out of a total of 44 pregnancies which were under 
observation until the termination of the pregnancy. There 


were a further 22 patients who were discharged from 
4491 
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hospital undelivered with an anteverted gravid uterus (see 
Table I). The ratio of abortions to pregnancies is therefore, 


TaBie I.—Outcome of Pregnancy 


Dischar, 
Abortion | Live Child | Discharged | Totals 
Primigravidae: 
’ (a) Before onset of: symp- 8 17 5 30 
toms of incarceration 
(6) After onset of symptoms 0 1 2 3 
of incarcerat 
Multiparae: 
(a) Before onset of symp- 5 1 il 26 
toms of incarceration 
(6) After onset of symptoms i 2 4 7 
of incarcera 
Totals Fy i 14 30 22 66 
— 


at worst, 1:3, for it is probable that, of the 22 cases, the 
abortions would have been readmitted, whereas the suc- 
cessful pregnancies might have been delivered elsewhere. 
Furthermore, when one considers the number of women 
with a retrodisplaced pregnant uterus which spontaneously 
anteverts while they are under observation and treatment 
as out-patients and who continue their pregnancies suc- 
cessfully, and also the number of patients who begin preg- 
nancy with a retrodisplaced uterus but who cannot be 
diagnosed owing to late preséntation at the clinic, it is clear 
that the incidence obtained must be greater than it actually 
is. Danforth and Galloway (1926) studied a series of 55 
private patients with a retrodisplaced pregnant uterus, and 

_ found the incidence of abortion to be as low as 1 in 13.7 
pregnancies. Of the 27 women with a retrodisplaced gravid 
uterus examined before or during the 12th week of preg- 
nancy in the years 1944-5, only 2 aborted—an incidence of 
1 in 13.5 pregnancies. Of the 447 women with an ante- 
verted gravid uterus examined before or during the 12th 
week of pregnancy during the same period, 54 aborted—an 
incidence of 1 in 8.3. 

The usual quoted incidence of abortion for all preg- 
nancies is 1 in 5 (Malins, 1903 ; Wiehl, 1938); and Adair 
(quoted by Danforth and Galloway, 1926) states that 
1 in 3+ is nearer the truth. 

More detailed study of the abortions in the cases admitted 
to University College Hospital shows that. 8 occurred in 
primigravidae and 5 in multiparae. There was one other 
abortion in a multipara with a retrodisplaced incarcerated 
gravid uterus. The earliest abortion occurred at 9 weeks 
and the latest at 25 weeks. Six of the abortions came from 
uteri after anteversion; six from uteri while still retro- 
displaced ; in another the position of the uterus is not stated . 
and the 14th was from the incarcerated uterus. The abor- 
tions from the anteverted uteri took place 2 days, 5 days, 
14 days, 7 weeks, 114 weeks, and 15 weeks after anteversion 
had been attained. It would appear that the retrodisplaced 
gravid uterus which is destined to abort does so in spite of 
attaining a position of anteversion and even after maintain- 
ing the pregnancy in the new position for some weeks. 

Table II outlines the treatment adopted for the patients 
before the onset of symptoms of incarceration. From it 


Taste I1.—Outcome of Pregnancy in Cases Before Onset of 
ymptoms of Incarceration 


| 
Discha 
Treatment Abortion | Live Child | Discharged | totais 
Postural os es ia 6 12 6 24 
Pessary alone .. na fh 3 0 3 6 
Manipulation with or without 4 15 7 26 
pessary 
Totals ea oe 13 27 16 56 


we see that the treatment adopted has little effect on the 
outcome in this small series of patients. In spite of manipu- 


lation 15 patients continued their pregnancies successfully. 
It was noted, too, that after such a procedure the uterus 
aborted some weeks later, when one would consider any 
disturbances from manipulations to have ceased. It would 
be idle to suggest, however, that manipulation might not 
materially affect the outcome if signs of threatened abor. 


tion immediately preceded it or if it were carried out too 


forcibly. ‘ 
From the above observations it would appear that the 
incidence of abortion in patients with retrodisplaced gravid 


uteri is at least no higher than that for all pregnancies; 


that the abortion can occur some weeks after anteversion 
has been attained ; and that the treatment adopted seems 
to have little effect on the outcome. The importance of 
the retrodisplacement of the uterus as a cause of abortion 
has been overemphasized. Th's was certainly borne out 
by experience in the Services, where there was opportunity 
for seeing many early pregnancies. It is therefore suggested 
that the position of the uterus is likely to be a factor ip 
abortion only where it causes incarceration in the bony 
pelvis. Even then the pregnancy often continues at the 
expense of the bladder. Gibberd (1938a) says: “A retro. 
verted uterus is frequently blamed for an abortion, but, 
except when it leads to incarceration at the twelfth week, 
it is difficult to understand why the retroversion per se 
should affect the safe embedding of the ovum. Indeed, it 
is doubtful whether retroversion is to be regarded seriously 
from this point of view.” Eden and Holland (1937) state: 
“Retroflexion of the uterus, apart from rare cases of 
incarceration of the pregnant uterus, is seldom a cause of 
abortion, and when the two are associated and other causes 
can be excluded it is probable that it is not the displace- 
ment but some concomitant abnormality of the endo- 
metrium that is to blame.” Treatment of the retrodisplaced 
pregnant uterus should therefore be primarily instituted to 
prevent incarceration. 


The question is of some moment, for many authorities 
advocate operative correction of the retrodisplacement 
following an abortion considered to be due to the malposi- 
tion (Munro Kerr, 1937b ; Browne, 1946a ; Ten Teachers, 
1942b ; Wilfred Shaw, 1945b). In a number. of cases this 
has been rewarded by success. On the other hand it has 
been unsuccessful, and in spite of the anteverted position 
abortion has been repeated. In this connexion three of the 
multiparous patients are of interest. 

Patient No. 39 had a ventrosuspension operation in 1940. 
In 1941 she had a six-weeks abortion and in 1942 a 10- 
weeks abortion. In 1943 she was seen when 13 weeks 
pregnant with a retrodisplaced uterus. The uterus was 
manually replaced and a ring pessary inserted. The preg- 
nancy continued and she was delivered of a live infant at 
term. If the ventrosuspension operation was successful in 
anteverting the uterus, then the abortion in 1941, and 
probably the one in 1942, occurred in spite of the cor- 
rection, and retrodisplacement took place after the second 
unsuccessful pregnancy. If ventrosuspension was unsuc- 
cessful in anteverting the uterus then all three pregnancies 
occurred in a retrodisplaced uterus and the third was 
successful. 

Another patient (Case 42) had a retrodisplaced gravid 
uterus in 1936. She was seen when nearly 12 weeks preg- 
nant, was treated by pessary, and spontaneous anteversion 
occurred. The pregnancy continued until 23 weeks, when 
she aborted. In 1937 she was seen when 9 weeks pregnant 
with retrodisplaced uterus. Manual replacement and 
pessary treatment was given and the pregnancy continued 
to a successful conclusion. Had she been operated upon 
for the malposition between the two pregnancies the 
operation would have been credited with the success. 
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in 1932. In 1933 she was seen when 10 weeks pregnant 
with retrodisplaced uterus. Manual replacement and 
ry treatment was given. She aborted at 25 weeks. She 


_| was next seen in 1934 when 7 weeks pregnant with retro- 


displaced uterus. Manual replacement and pessary treat- 
ment was again given. The pregnancy was continued and 
she was delivered of a live premature infant. The uterus 
was in an anteverted position when seen three months after 
delivery. In 1936 she was again seen when 12 weeks preg- 


delivery at 29 weeks and neonatal death of the infant. The 
patient was again seen in 1939. She was 12 weeks pregnant 
with an anteverted uterus. The pregnancy terminated in 
abortion at 27 weeks. This appears to be a case of 
habitual abortion (the pregnancy surviving long enough 
to end in premature delivery on two occasions) which was 
uninfluenced by the position of the uterus. 

Operative correction of a retrodisplaced uterus on account 
of abortion is therefore not advocated. The next pregnancy 
should be under observation as soon after the first missed 
period as possible and the patient treated as a case of 
habitual abortion. The position of the uterus is treated 
along the lines to be mentioned later only to prevent 
incarceration. 


Incarceration of the Retrodisplaced Pregnant Uterus 


Incarceration of the retrodisplaced pregnant uterus 
occurred in ten patients—3 primigravidae and 7 multiparae. 
Sudden onset of retention of urine accompanied by lower 
abdominal pain was the cardinal symptom. This was 
occasionally preceded by a few days of painful, difficult, 
and frequent micturition. Sinclair states that frequency 
of micturition precedes the onset of retention. One patient 
had retention with overflow, the paradoxical incontinence 
starting three days after the onset of the retention. The 
onset of the symptoms will depend on the relative size of 
the growing uterus to the mother’s pelvis. In the present 
series it occurred as early as the 13th week of pregnancy 
and as late as the 17th week. 

Sacculation of the incarcerated uterus is uncommon. 
Fairbairn (1924b) states: “ A rare occurrence described in 


the books, of which, however, I have neither any personal 
experience nor met anyone who has, is sacculation.” One 
case was diagnosed as sacculation of the retrodisplaced 
gravid uterus. This patient was seen when 17 weeks 
pregnant. She complained of lower abdominal pain and 
vomiting of 3 weeks’ duration. There was no retention 
of urine. The diagnosis was made on palpation of the 
fundus of the uterus in the pouch of Douglas and per 
abdomen, a uterine tumour reaching half-way to the 
umbilicus. She was kept under observation, and at the 
19th week aborted. ‘ 

Another patient, a multipara (not included in the above 
series owing to late presentation), was seen at University 
College Hospital when 27 weeks pregnant. She was found 
to have a sacculated retrodisplaced uterus, the cervix of 
which was displaced upwards above the level of the sym- 
physis pubis. There was no history of urinary symptoms. 
She was admitted in labour when 32 weeks pregnant. The 
fundus of the uterus in the pouch of Douglas contained 
the foetal head. Caesarean section was performed and 
the diagnosis of sacculation definitely confirmed. The 
anterior wall was only 1/8-in. (3.2 mm.) thick, and before 
closing the abdomen the position of the uterus was cor- 
rected manually. In 1937 this patient again became preg- 
nant and again had a sacculated retrodisplaced uterus. She 
went into premature labour at 30 weeks and was treated at 


nant with an anteverted uterus. This ended in premature - 
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Patient No. 43 aborted at 20 weeks early in 1929, at 8 St. Pancras Hospital. There it was found possible to push 
weeks late in 1929, at 16 weeks in 1930, and at 20 weeks up the fundus of the uterus out of the pelvis, the cervix 


descending to its normal position, and she was delivered 
per vias naturales of a stillborn premature infant. 

The cause of the retention of urine is imperfectly under- 
stood. Gibberd (1938b) and the Ten Teachers (1942c) state 
that with the elongation of the urethra there is an upset of 
the neuromuscular mechanism of micturition. Browne 
(1946b) says that it is due to pressure on the neck of the 
bladder combined with the elongation and narrowing of 
the urethra. Reed (1904) regards the retention as a form of 
“pressure paralysis” due to interference with the nerves 
supplying the bladder. 

The urethra is elongated and narrowed as the bladder 
rises out of the pelvis and the enlarging uterus fills the 
pelvic cavity. A similar state of affairs exists during the 
second stage of labour, when the bladder becomes an 
abdominal organ and the foetal head is passing through the 
lower part of the pelvic cavity. In the cases of sacculation 
mentioned there was no retention of urine although the 
urethra must have been lengthened. In another patient 
there was lower abdominal pain preceding difficult mic- 
turition at the 16th week, but the onset of retention was 
prevented by prompt treatment. Again the urethra must 
have been lengthened. In spite of lengthening of the 
urethra in these three cases, retention did not occur as 
might be expected if mere lengthening of the urethra caused 
an upset of the neuromuscular mechanism of micturition. 
It seems reasonable to suggest that the retention of urine 
is mechanical in origin. As compared with the normal 
urethra, the elongated and narrowed urethra is less able to 
withstand the external occluding pressure of a pelvic tumour 
such as the incarcerated uterus or the foetal head. The 
occluding pressure need not be great and may allow the 
introduction of a rubber catheter. The picture visualized is 
akin to a stretched rubber tube where pressure to occlude 
its lumen is less than would be needed if it were unstretched. 


Pregnancy as a Cure of the Retrodisplacement 


Of the 33 primigravidae 16 were followed throughout 
pregnancy to a successful conclusion and seen in the post- 
natal period. Nine of these 16 patients had an anteverted 
involuted uterus at 8 weeks post partum. Four of these 
were seen some months after delivery, when the anteverted 
position was found to be still present.. The anteverted 
position in these nine patients was obtained solely by pos- 
tural treatment in the puerperium. One may therefore 
expect pregnancy to cure more than half the cases of con- 
genital retrodisplacement of the uterus. Whether a woman 
who starts a pregnancy with a congenitally retrodisplaced 
uterus and who finally, after a successfully concluded preg- 
nancy, is left with an anteverted uterus can be regarded as 
“cured,” or whether such a state of affairs is desirable, are 
moot points. Certainly the anteverted uterus with its fundus 
above’ the level of the cervix, in a woman in the standing, 
sitting, or normal lying posture, is mechanically in a better 
position for drainage of its cavity than a retrodisplaced one 
where the fundus is possibly at a lower level than the cervix. 
Certain it is, too, that the anteverted position avoids the 
possibility of incarceration in a subsequent pregnancy. 


Treatment of the Retrodisplaced Gravid Uterus 


The importance of the retrodisplaced gravid uterus lies 
in the possibility of its becoming incarcerated. is may 
occur as early as the 13th week of pregnancy and may be 
preceded by a few days of difficult, painful, and frequent 
micturition. No active treatment is really needed, therefore, 
until the 12th week of pregnancy, but passive postural treat- 
ment should be adopted before this time. Many cases 
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spontaneously antevert in the early weeks with or without 
the aid of posture. When seen in the early weeks patients 
should be instructed to sleep in Sims's position or, if they 
prefer, in the full prone position. If anteversion has not 
occurred by the 12th week, then more active measures 
should be adopted to avoid the possibility of incarceration 
with its accompanying pain, retention, and possible super- 
added urinary infection. Preferably, the patient should be 
admitted to hospital, a large rubber watch-spring pessary 
inserted into the vagina, as advocated by Sinclair (1900), 
and posture continued under supervision. The postural 
treatment may be elaborated to include knee—chest position 
and prone lying for short periods during the day, and 
instructions should be given that any difficulty in micturition 
is to be promptly reported. Such difficulty may be due to 
too large a pessary, and a full bladder will tend to prevent 
anteversion. The regime should be tried for a few days 
and, if unsuccessful, manual reposition without or with an 
anaesthetic should be attempted. Once the uterus is 
anteverted, a watch-spring pessary is inserted to help retain 
the anteverted position and is worn vntil the fundus 
_ approaches the umbilicus at about the 20th week. 


There will be very few cases where one or other of the 
above procedures is unsuccessful. Laparotomy is men- 


tioned by many authorities for such cases, dense adhesions ' 


being blamed for failure of the more conservative methods 
of treatment. There was one case in the series under review 
in which the patient had a right tubal pregnancy treated 
by operation in 1928. In 1929 she was diagnosed as having 
a fixed retroversion. She was next seen in 1932, when 8 
weeks pregnant with a retrodisplaced uterus which appeared 
fixed. She was treated by posture: spontaneous anteversion 
occurred and the pregnancy continued to a successful con- 
clusion. It seems probable that there were adhesions, which 
did not, however, prevent anteversion occurring as preg- 
nancy advanced. On the other hand, if adhesions are 
extensive it is probable that the patient will be sterile. 

If incarceration occurs then it is the bladder that must 
receive attention in the first instance. Continuous catheter- 
ization is preferable to intermittent catheterization, and 
should be given along with postural treatment. Slow 
decompression of the bladder is needed if the retention has 
been of long standing. If this treatment is unsuccessful 
in 24 to 48 hours, a watch-spring pessary is used for 48 
hours as outlined above. If such procedures fail manual 
reposition will be needed. Urinary antiseptics should be 
givén in all cases. 

Summary 

A series of 66 patients with a retrodisplaced gravid uterus, 
who were admitted to the wards, is analysed. 

A plea is made for conservative treatment of the sterile 
woman with a retrodisplaced uterus. 

It is suggested that operative correction of a retrodisplaced 
uterus for a previous abortion is unwarranted. 

Incarceration may occur between the 13th and 17th: weeks 
of pregnancy, and two cases of sacculation of the incarcerated 
gravid uterus are briefly described. The cardinal symptom of 
incarceration is sudden onset of retention of urine with lower 
abdominal pain. 

Treatment of the condition, which is primarily instituted to 
avoid incarceration, is outlined. 


I wish to ree my gratitude to my late chief, Prof. F. J. Browne, 
and to Prof C. W. Nixon, for permission to make use of the 
case records of the Obstetric Unit, University College Hospital. 
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LIVER DAMAGE IN AMOEBIASIS 


. 
DENNIS SHUTE, M.D., D.T.M. 


Despite the obviously close connexion of amoebic colitis 
with liver disease there have been surprisingly few attempts 
to investigate the condition of the liver in amoebiasis other 
than by clinical methods. Much of the symptomatology 
of amoebic dysentery suggests that there is some degree of 
liver damage ; the toxic appearance, anorexia, emaciation, 
sallow complexion, and chronic ill-health are such symp- 
toms and signs, and to cases presenting these Manson-Bahr 
(1943) has applied the term “amoebic cachexia.” In 
addition, he says (Manson-Bahr, 1940) that during the 
course of an attack of amoebic dysentery, and for many 
months afterwards, the possible supervention of amoebic 
hepatitis must be borne in mind, and the “ condition of the 
liver must receive the most careful attention”; but this 
careful attention is presumably dependent entirely upon 
the clinical acumen of the physician. 

The Quarterly Cumulative Index Medicus for the years 
1931 to 1944 and the Tropical Diseases Bulletin from 1934 
to 1944 list only four attempts to apply laboratory methods 
to assessments of liver damage in amoebiasis—namely, 
Heilig and Visveswar (1944), Gminder (1939), Barbagallo 


(1936), and Cordaro (1938). In the case of the first three | 


investigations the tests were the hippuric acid synthesis, the 
Takata-Ara and the Weltmann coagulation reaction. The 
paper by Cordaro was not available. 

When an investigation of the condition of the liver in 
amoebiasis was contemplated consideration had to be given 
to the limited time, equipment, and technical assistance 


available in the laboratory of a large naval auxiliary | 


hospital, and a method chosen which, it was hoped, not 
only would give reliable results but could also be applied 
rapidly to a reasonable number of cases. Consideration 
of the liver-function tests and those empirical procedures 
which are stated to assess the degree of liver parenchyma 
damage led to the choice of Hanger’s cephalin-cholesterdl 
flocculation test (C.C.F.T.) as the most promising to apply 
to this problem. 

The C.C.F.T. was first introduced by Hanger in 1938, and 
since that time has been studied and used considerably in 
North America and, to a smaller extent, in Britain. The 
results and cénclusions have been published by Hanger 
(1939), Pohle and Stewart (1941), Hanger and Patek (1941), 
Gutman and Hanger (1941), Rosenberg (1941), Lippman and 
Bakst (1942), Mateer, Baltz, Marion, and MacMillan (1943), 
Mirsky and von Brecht (1943), Bruger (1943), Kirschner 
and Glickman (1943), Kopp and Solomon (1943), 
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Yardumian and Weisband (1943), and Dick (1945). The 
consensus Of opinion is that it is a sensitive means of 
demonstrating disease of the liver parenchyma cells. 


Material, Technical Procedure, and Results 
The patients were selected in that they were all 
Asiatics (Ceylonese) were excluded in view 
of the high incidence of chronic malaria and helminth 
infestations to be found in them. This was of considerable 
importance, as the sera of malaria patients will cause 
flocculation with cephalin-cholesterol emulsions (Kopp and 
Solomon, 1943), while Karunaratne (1940) reported five 
cases of histologically perfect hepatic cirrhosis in Asiatic 
children with heavy hookworm infestations. Chopra has 
estimated that 90% of the natives of Ceylon harbour the 
Ankylostoma duodenale, whereas among the European 
Service personnel dealt with over a period of a year (during 
which time 450 faecal specimens were examined monthly) 
only one case of hookworm disease was diagnosed. 
The diagnosis of amoebiasis was established in every 
case by the demonstration of the trophozoites or the cysts 
of Entamoeba histolytica in the faeces or in the material 
obtained by sigmoidoscopy or proctoscopy. 
The C.C.F.T. was done on each patient’s serum as soon 
as the diagnosis was made, approximately half-way through 
the course of anti-amoebic treatment, and on completion 
of the course. As the treatment for amoebiasis is both 
exhausting and unpleasant, the patients were always granted 
fourteen days’ sick leave, which they usually spent in a 
hill station. Thereafter they returned to the hospital for 
the test of cure. This necessitated a stay of about a week 
in hospital, so the opportunity was taken to carry out a 
final C.C.F.T. before discharge to duty. Owing to the 
exigencies of the Service, this final test had to be omitted 
in some cases. 
The scheme of treatment in all cases was based on that 
advised at the Liverpool School of Tropical Medicine, and 
isas follows : 
Emetine hydrochloride was given subcutaneously at night 
in 1-gr. doses to a maximum of 10 gr. Many of the patients had 
less than the maximum dosage, as the sterilizing course was 
started as soon as the acute symptoms had been controlled. 
The sterilizing course lasted 21 days, the days being numbered 
|, 2, 3, 4, etc., to 21. Day 1 is the day following the last 
emetine injection. ; 
Odd Days: 7 a.m., 11 a.m., 3 p.m., and 7 p.m., 1 gr. (65 mg.) 
of “ auremetine ” in a capsule ; 9 a.m., 1 p.m., and 5 p.m., 1 dr. 
(4 g.) bismuth subnitrate by mouth in a quarter-pint (142 ml.) 
of milk. 
Even Days: 7 a.m., 12 noon, and 5 p.m., 4 gr. (0.25 g.) of 


| “stovarsol” by mouth; 8 a.m., 2% sodium bicarbonate lower 


bowel wash-out ; 9 a.m. 2-4% “ quinoxyl” retention enema of 
{| pint (568 ml.), to be retained 8-10 hours. 

Sick leave was spent in a hill station. 

The test of cure was 7 days in hospital for faeces examination 
and in some cases sigmoidoscopy. 

Hanger’s test was done: (1) before the first dose of emetine 
hydrochloride, (2) between day 9 and day 11 of the sterilizing 
course, (3) within two days of the completion of the sterilizing 
course, and (4) on return from sick leave for the test of cure. 


The cases were divided, on clinical grounds, into four 
groups, as follows : (1) acute amoebic dysentery, (2) chronic 
amoebic colitis, (3) amoebiasis presenting with unusual 
symptoms, (4) amoebic hepatitis. 

Although this work was intended primarily as an inves- 
tigation of the liver in cases of intestinal amoebiasis, the 
opportunity was taken of applying the C.C.F.T. to a smaH 
number of patients suffering from amoebic hepatitis. They 
were selected with considerable care, so there was no 
reasonable doubt of the correctness of the diagnosis. It is 


well known that E. histolytica is frequently not found in 
the faeces of patients with amoebic hepatic disease (55% 
according to Manson-Bahr, 1940), but in all the cases shown 
in Table IV the cysts of E. histolytica were demonstrated. 
and this fact, combined with the symptoms, physical signs. 
radiological evidence, and white blood cell counts, made 
the diagnosis almost certain. The response to emetine 
therapy clinched the diagnosis in every case. 

Cephalin was extracted from sheep brain and made up 
with cholesterol in ether, as originally described by Hanger 
(1939). His technique for the test was also followed, except 
that the final readings for the degree of flocculation (i.e.. 


- those shown in Tables I-IV) were made after a 24-hour 


interval and not after 48 hours. Dick (1945) states that a 
considerable proportion of normal sera will cause some 
flocculation after 48 hours, and this observation was amply 
confirmed in the present wopk. 

Normal controls were included as a routine with every 
batch of sera from amoebiasis cases which were put up for 
the C.C.F.T. The numbers in the batches varied from 10 
to 26, and with each batch at least two normals and one 
abnormal were included. The normal controls were sera 
from members of the medical, nursing, and sick-berth staffs 
of the hospital. Results were as follows: 

Total No. tested .. 47 

No. with negative C.C.F.T. 45 (95-7%) 

The two positives were obtained with the sera of male 
laboratory technicians: one gave a history of severe 
and frequent attacks of migraine, while the other had had 
attacks of catarrhal jaundice 5, 21, and 31 months before 
the first C.C.F.T. . The results of the test in these two men 
varied from + to + + over a period of about a year. The 
positive control sera were obtained from cases of malaria 
and from patients suffering from obvious liver disease. 
chiefly catarrhal jaundice. Among the jaundice cases the 
results varied from ++ to ++++, depending upon the 
severity and stage of the disease. Of 17 cases of malaria 8 
were benign tertian and 9 malignant tertian. All gave 
+++ + reactions, with the exception of two of the benign 
and one of the malignant tertian which gave only + + + 
degree of flocculation. 

Discussion 


Heilig and Visveswar (1944) investigated the functional ~ 
efficiency of the liver in 15 cases of acute or subacute 


amoebic dysentery using the hippuric acid synthesis test 
(oral technique). They concluded that over 46% had 
definite impairment of liver function. If the cases shown 
in Tables I and II are considered together, approxi- 
mately 49% of the patients gave evidence of parenchymal 
liver damage. There is thus fair agreement in the results 
obtained, using entirely different laboratory techniques. 
With regard to the response to treatment, it is impossible 
to draw an exact parallel between the work of the above- 
named authors and that recorded in this paper, as the 
patients investigated with the aid of the C.C.F.T. were given 
the minimum quantity of emetine hydrochloride required 
to control any acute symptoms, followed by a complicated 


schedule with a multiplicity of drugs. On the other hand. 
-all of Heilig and Visveswar’s patients received a routine 


course of 12 gr. (0.8 g.) of emetine. 

Gminder (1939) applied the Takata—Ara test to the sera 
of 23 patients with amoebic dysentery (9 acute and 14 
chronic). He concluded that there was no evidence of liver 


damage in any of the acute cases, while in 10 (over 71%) 


of the chronic cases there was some evidence of paren- 
chymatous liver change. Barbagallo (1936) used the 
Weltmann coagulation test in connexion with a series of 
patients suffering from amoebic and non-amoebic colitis 
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Taste I.—Acute Amoebic Dysentery 


No. | Ase mote 1 2 3 4 
1 28 .| 22 days’ acute diarrhoea es + = 
2 32 | 28 .,, diarrhoea and occa-| +++ + aa in 
sional vomiting ° 
3 21 17 days’ diarrhoea and colicky 
upper abdominal pain 
4 19 | 3 days’ acute diarrhvea 
mild ee ++ ++ + 
7 19 | 5 ,, diarrhoea and abdom-| +++ ++ 
inal discomfort 
8 23 | 24 hours’ hyperacute diarrhoea ++ - + - 
and abdomina! pain 
9 22 | 9 days’ acute diarrhoea “es ++ - - - 
10 30 |3 ., diarrhoea and steady | +++ + 
gastric pain 
il 31 3 ys’ diarrhoea. Also in- - 
valided from S.E.A.C,. area 
with fibroid phthisis 
12 19 | Slight bowel looseness and ++ £ - 
colicky epigastric and hypo- 
stric pain ‘ 
13 27 | 3 diarrhoea | - 
14 19 » . severe*diarrhoea and | +++ 
15 20 | 3 days’ mild diarrhoea an oa — 
16 33 | Acute diarrhoea immediately + 
' after Liverpool course 
17 22 | 2 days’ diarrhoea and griping + + + * 
abdominal pain 
18 38 | 2 days’ mild diarrhoea oro a - 
19 20 | 24hours’ diarrboea .. a + - + - 
20 20 | 36 ,, hyperacute diarrhoea + oe ~ 
21 |. 20 | 24. ,, milddiarrhoea.. - 
22 23 | 6 days’ diarrhoea 
23 24 |5 ,, acute diarrhoea me ++ + + - 
24 21 |3 +4, severe diarrhoea and 
griping abdominal pain 
25 23 | 7 days’ mild diarrhoea ++ — + 
26 | 22 | 4 severe diarrhoea 
20 | 4 mild diarrhoea and | +++ + 
allghe generalized hypogastric 
n 
28 21 | 8 days’ acute diarrhoea 
29 24 | 11 ,, severe diarrhoea 
30 19 | 7 ,, acute diarrhoea +44 + 


C.C.F.T. readings: 50% gave ++ or +++; 233% gave +++; 266% 
gave ++. 


and found an increase of the coagulation band in all cases. 
The last two authors’ results therefore do not agree with 
those of Heilig and Visveswar or with those obtained by 
using the C.C.F.T. 

With regard to amoebic hepatitis, Heilig and Visveswar 
found that in 11 cases there was little evidence of impair- 
ment of function, whereas in all the 5 cases shown in Table 
IV the C.C.F.T. was positive. The literature gives con- 
flicting reports on the value of liver-function tests in 
amoebic hepatitis. Hurst (1941) maintained that the 
laevulose-tolerance test always demonstrated hepatic 
deficiency in this condition, but Manson-Bahr (1940) and 
Strong (1942) both state that liver-function tests are dis- 
appointing. Brown and Hodgson (1938), using the brom- 
sulphthalein retention test, found a reduction ‘of the 
excretion of the dye in 8 of 13 cases of amoebic liver 
abscess. 

In view of these conflicting reports and opinions it is 
impossible to draw any final conclusion on the value of 
any type of liver test in amoebic hepatic disease. It seems 
probable that any liver disease demonstrable in cases of 
intestinal amoebiasis is due primarily to secondary bacterial 
invaders and their toxins. This view is strengthened by 
the work of Hargreaves (1944-5) and Willmore (1944-5). 
They found that in chronic relapsing cases of amoebic 
dysentery, when repeated courses of anti-amoebic treatment 
had failed, an initial attack on the bacteria with penicillin 
and sulphasuxidine often led to dramatic symptomatic 
improvement. Hargreaves (1945) also points out that 
among the bacteria normally present in the bowel lumen 
are numerous penicillin-sensitive strains of staphylococci 
and streptococci, and that there is no evidence that either 
penicillin or sulphasuxidine is amoebicidal. 

Consideration must now be given to the morbid histo- 
logical picture to be expected in the liver in the absence 


of frank abscess formation. Bartlett (1916-17), while 
investigating the dysentery epidemic among the i 

European troops in Gallipoli in 1915, conducted necropsies 
on the bodies of 30 individuals. Three may be excludeg 
here, as liver abscesses were found. In the remaining 27 
the following histological features were demonstrated jp 
the livers : (1) Degenerative changes—i.e., cloudy swellj 

with a little fatty degeneration of the parenchyma of the 
central zones of the lobules ; (2) necrotic areas infiltrated 


with a few neutrophil leucocytes ; and (3) infiltration of | 


the portal tracts associated with degenerative or necrotic 
lesions. Of these 27 cases, 17 were of amoebic aetiology ang 
10 had suffered from bacillary dysentery. In the amoebic 
cases the liver showed necrosis and portal infiltration jp 
2, degeneration and portal infiltration in 4, degenerative 
changes in 9, atrophy in 1, and normality in 1. The 
livers of the bacillary dysentery cases had necrosis ang 
portal infiltration in 3, degenerative changes and portal 
infiltration in 5, and degenerative changes only in 2. The 
similarity of the microscopical picture in the liver in the two 
diseases is obvious, and this would appear to be additional] 


evidence of the major part played by bacteria in damaging | 


the liver in amoebiasis. 

Bartlett’s findings accord reasonably well with those of 
Palmer (1938), who conducted post-mortem examinations 
on the bodies of 19 patients in whose large bowels active 
amoebic lesions were demonstrated. Macroscopically the 
liver was larger than normal in 12 cases, normal in size 
and weight in 4, smaller than normal in 2, while in the 
nineteenth case no record was kept. Microscopically, 18 
cases had increased portal connective tissue ranging from 
marked diffuse to moderate irregular or spotty increase. 
In 9 of the livers there was pronounced fibrosis and definite 
bile-duct proliferation, and in 9 there were fatty changes. 
Palmer’s final conclusions were that there is “ definite 
hepatitis associated with active amoebic lesions of the 
colon, and this is indicated by the generalized increase of 
portal connective tissue, by lymphocytic and mononuclear 


TaBLe II.—Chronic Amoebic Colitis 


C.C.F.T. 


Presenting Symptoms 


Diarrhoea off and on” for - 


2 years 
Diarrhoea ‘‘ off and on” for = + - 
2 months 
24 months’ mild diarrhoea .. = 
18 days’ slight bowel looseness 
Diarrhoea occasionally for 2 
years; loss of weight and 


sal 


appetite 

Occasional attacks of diarrhoea 
for a year 

Bowel looseness for more than 
a year. Had inadequate anti- 
amoebic course a year before 

Short attack of diarrhoea once 
a month for a year; loss of 
14 Ib. weight 

Diarrhoea occasionally for over - - 


2 years 

Very slight bowel looseness for 
about 5 months... 

10 weeks’ mild diarrhoea .. 7 

Diarrhoea off and on”’ for + 
3 months; some hypogastric 


pain 
24 days’ bowel looseness and 


© 
B RES 


13 28 ++++ + - ~ 
tenesmus 
14 24 | 4 months’ diarrhoea ‘‘off and + - - = 
on ” 
15 22 | 2 weeks’ diarrhoea. Bowels | +++ | +++ - - 
very ‘‘unreliable and ir- 
lar since treatment for 
amoebic dysentery 3 months 
before. ? relapse 
16 23 | 6 months’ occasional diarrhoea | ++ + + - 
18 26 | 10 ,, early morning bowel 
looseness 
19 23 | 24 months’ mild bowel loose- | +++ + - - 
ness 


C.F.T. readings : 47-4% gave ++, +++,0r ++++; 211% gave +++ 


Cc. 
or ++++; 263% gave ++. 


21 
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infiltration, and by constant degenerative changes—for 
gxample, parenchymatous degeneration, fatty changes, 
haemosiderosis, and hepatic cell lysis.” 


Summary and Conclusions 

In a series of 73 cases of amoebiasis (excluding those proved 
i have hepatic involvement) 37 (50. 6%) gave evidence of 
damage to the liver parenchyma—that is, ++, +++, or 
++++ flocculation in Hanger’s C.C.F.T. The cases were 
divided on clinical grounds into three groups: (1) acute 
amoebic dysentery, (2) chronic amoebic colitis, and 
(3) amoebiasis presenting with unusual symptoms. 

The 37 cases giving evidence of liver parenchyma damage 
were fairly evenly distributed among the three groups, and 
there was no great difference in the incidence of liver involve- 
ment between the groups. 

The symptomatology and physical signs did not give any 
indication of the cases in which hepatic damage could be 
anticipated. 

The institution of suitable, anti-amoebic therapy produced a 
rapid recovery of the liver (as indicated by the C.C.F.T.). 

A very small series of hepatic amoebiasis was investigated, 


| but it was not considered justifiable to attempt to draw any 


conclusions from the results obtained. 

The actual pathological changes present in the liver which 
can be assessed by the C.C.F.T. are probably generalized 
increase of portal connective tissue, lymphocytic infiltration, 
and degenerative changes—for example, parenchymatous 
degeneration, fatty changes, and hepatic cell lysis. 


Taste III.—Amoebiasis Presenting with Unusual Symptowhs 


C.C.F.T. 
1 2 3 4 


21 | Upper abdominal pain with| ++ + - - 
occasional vomiting after 
meals; suggestive of peptic 
ulceration 

3 13 of nausea and epigastric 


Age Presenting Symptoms 


38 


2 
3 19 | 6 epigastric pain 
4 20 | Appendix abscess treated by |++++ 
surgical draining 
5 29 | Loss of wei 
energy. Cachexia case 
6 32 | Symptom-free. Cysts found in — 
faeces 6 weeks after full 
** Liverpool ”’ course 
Treated, as amoebic dysen 
4 weeks previously. Ad- 
mitted with vomiting and 
tight hypochondriac pain 
32 | Upper abdominal pain. Diar- -_ 
thoea 6 and 7 weeks before 
Left chest and left shoulder 


in 
Pain in left lower chest. No ~ 
bowel symptoms at any time 
of weight and energy. ++ 
Cachexia case 
Weak and worn-out ”’ feeling. | ++ 
Cachexia case 
Weak and “* worn-out ”’ feeling. 
Odd aches and pains 
Anorexia, nausea, and abdom- + 
inal discomfort 
Loss of weight, energy, and + 
appetite. Cachexia case 
Subacute appendicitis with + 
vomiting, R.I.F. pain and 
tenderness 
Griping lower abdominal pain| ++ + 


+ 
t, appetite, and + + 
+ 


| 


Admitted on surgical side with 
anal fissure. Attack of 
diarrhoea 6 weeks before 

Vague dyspepsia and abdom-| ++ ++ - - 
inal discomfort 

Lack of energy and aot, 
One attack of diarrhoea 1 
months before. 
case 


lypogastric pain. No history 
of bowel trouble 
meals, suggestive of peptic 
: n tenderness |+ +++ + 
and abdomi discomfort ; 
S ofa mild |++++) +4 
ymptom: 
attack of malaria; bowe 


RS 


$ 8 


looseness a year before 


C.C.F.T. readings : 54-17% gave ++, ++ +,0r + +++ 5 33:37 
or ++++; 208% gave +++ 


Taste IV.—Amoebic Hepatitis 


C.C.F.T. 
1 2 3 | 4 
- 


No. | Ase 
1 20 | Right-sided thoracic pain. No} ++ 
history of diarrhoea. Defi- 
cient air entry at right lung 
base. Liver not palpable. 

lar fever to 101° F. 
ic.mm. 
showed right of 
fixed and raised 

Admitted with diagnosis of | +++ - + = 


of di 
108 2° F. with | 
ors and sweats. Liver 
palpable 2 in. (S ag ) below 
right costal Leuco- 
cytosis to 13 00/c. mm. 
Radiograph showed no 


abnormality 
with vomiting and |++++) ++ 


ght hondriac 
mene df 4 weeks 


before. Liver palpable 1 in. 
below right costal 
osis to 
59 fe. c.mm. Low fever to 
ograp! 10 it 
cupola of diaphragm fixed 
and raised 
? Malaria. Shivering, sweating, + + + - 
anorexia, and abdominal dis- 
comfort. Fever to 103° F. 
(39-4°C.). Liver palpable tin. 
(1-25 cm.) below right costal 
in. 
adiograph show 
= of base of right 


lun 

10 diarrhoea and painin ++ 
right chest. Tender in right 
hypochondrium. Liver pal- 
pable (3°75 cm.) below 
right co Fever to 
102-4° (39-1° Leuco- 
cytosis to 5 mm. 
Radiograph showed right 
cupola of diaphragm fixed. 
Possibly an a of alco- 
holic cirrhosi 


It is suggested that secondary bacterial invaders and their 
toxins are primarily responsible for these changes | in the liver 


in cases of amoebiasis. 
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SPINAL WASH-OUTS IN PURULENT MENINGITIS 


SPINAL WASH-OUTS IN THE TREATMENT 
OF PURULENT MENINGITIS 


BY 
J. A. NISSIM, M.B., B.S. 


The special physiological and: anatomical peculiarities of 
the central nervous system constitute great impediments 
in the way of maximal action of penicillin in purulent 
meningitis. In the first place there is a blood-C.S.F. 
barrier to penicillin, penetration. In spite of some favour- 
able reports on the exclusive use of systemic penicillin, 
increasing experience shows that even in large doses 
it is not reliabie enough for intrathecal administration to 
be dispensed with. In the present series, doses of 200,000 
units intravenously in adults produced no detectable peni- 
cillin .in the C.S.F. within two hours, nor did 200,000 units 
intramuscularly to a child aged 2 years. Further evidence 
on this point is given by the work of McAdam et al. (1945) ; 
Smith, Duthie, and Cairns (1946); and Kinsman and 
d Alonzo (1946). Schwemlein er al..(1946) showed that an 
intravenous infusion of 25 million units of penicillin in 
24 hours given in the treatment of syphilis produced only 
0.04-0.55 unit per ml. in the C.S.F. So much for the 
efficacy of this barrier. Secondly, as the C.S.F. becomes 
purulent the pia and arachnoid tend to adhere. Apart 
from the liability of these adhesions to produce hydro- 
cephalus, if C.S.F. pathways are blocked they produce 
cesspools beyond them inaccessible to intrathecal penicillin. 
Thirdly, the thick plaques of adhesions themselves form 
areas resistant to penicillin penetration and become 
admirable niduses where organisms thrive unperturbed ; 
and, what is more, they lead to thromboses of adjoining 
veins with extending focal lesions and ga fatal 
termination. 

Experience with the present series — gave an 
impression of the overriding importance not only of the 
second but of the third factor in the majority of the fatal 
cases. Of over 40 patients observed or treated personally, 
the five that died directly from the meningitis and came to 
necropsy all showed thick, creamy, and sometimes almost 
organized adhesive exudates. Pneumococcal, streptococcal, 
staphylococcal, and influenzal varieties are included. 

Contrary to expectation, only one of these five cases 
showed evidence of a block that would interfere with the 
free flow of penicillin and could be blamed for progressive 
meningitis beyond. Thick intensive exudate of pus at the 
base of the brain matted everything together, with resultant 
non-communicating hydrocephalus. In the four remaining 
cases no such blocks were found, but fibro-purulent exu- 
dates formed scattered and sometimes confluent plaques, 
covering large areas of the brain surface and sometimes of 
the spinal cord. 

Spinal Wash-outs 

Thus it was in the post-mortem room that the idea of 
combating the formation of these plastic exudates by 
further means first arose. Some cases pass the precipita- 
tion stage before coming under medical care, but others 
undergo that stage immediately after. The use of spinal 
wash-outs was considered and its possibilities were 
explored. 

Only the cases treated after the adoption of spinal wash- 
outs are included here. They number eight, and have a 
miscellaneous pathology (Table I). The ages ranged from 
13 months to 39 years. The series comprises one case of 
pneumococcal meningitis, two influenzal, one staphylo- 


coccal, one streptococcal, one aseptic following rupture of 


an old sterile brain abscess, and two cases the pathogenic 
organisms of which were not isolated. All were treated 


Britisy 
MEDICAL JournaL 
Taste I.—Analysis of Cases 

Age and an R No 

Case seen 
No. Sex Organism after | Result tagens Focus Wa. 
Onset Outs 

M. ? 24.hrs. |Recovered| 0 ? 
M. | A. strept. 7 days 1 Ears 
3 |29 _ F. | Staph. aureus | 48 hrs. Died 0 |Empyemal 4 
4 |11/12M.| influenzae | 48 hrs. | i | 
5 M. ? 7 days |Recovered| 0 ? 3 
6 18 M. | Pneumococcal - Died 0 ? 4 

. | Aseptic (rup- me brain} 
tured abscess) day abscess 


with sulphamezathine, 15,000 units of intramuscular pepj. 
cillin three-hourly, and varying doses of intrathecal penj. 
cillin. They were first seen 1 to 7 days from the onset 
Five recovered and three died. Of these three, one dieg 
of other causes, and necropsy showed no meningitis ; one 
died because the infecting haemophilus acquired penicillin 
resistance ; and the third (pneuntococcal), admitted in coma 
and with hemiplegia, showed thick exudates on both hemi. 
spheres. The existence of the hemiplegia prior to admissiog 
constitutes evidence of the antecedent formation of the 
plastic exudate, and hence the expected lack of response 


Technique of Spinal Wash-outs 


The two-needle method was rejected as ineffective except 
for the space between the needles, but the washing effect 
through one needle was considered worth investigating 
On tonsulting the available literature later, no specific 
mention was found of the one-needle method of spinal 
lavage. 

The following were fitted in series—a vacoliter of 
Hartmann’s solution, a glass connexion, a 3-4 in. (7.5- 
10 cm.) rubber tube with a clamp, a rubber stopper with 
inlet and outlet. glass tubes, 
a 20-ml. syringe barrel 
(filled by releasing the 
clamp), a long piece of 
Ryle’s tubing, and a metal 
connexion for the lumbar 
puncture needle. The con- 
nected apparatus was at- 
tached to a metal pole 
clamped to the L.P. trolley 
(Fig. 1). The Ryle’s tubing 
was clamped with forceps 
till in use. Irrigations were 
performed by connecting 
the apparatus to the L.P. 
needle in situ, and repeated 
in 20 ml. till the return fluid 
became clear. The tech- 
nique was tried, and improved, on two cases. One was 
a child of 3 years (organism not isolated), the other § 
child aged 2 with a relapsed streptococcal meningitis. The 
method was successful in both. 


Flue 


Fic. 1,—Method of fitting 
lavage apparatus to the 
trolley. 


Effectiveness of a Wash-out 


The effectiveness of each irrigation in reducing th 
C.S.F. cell count was next studied. The third case wa 
that of a female aged 29 with staphylococcal meningiti 
and empyema. The cerebrospinal fluid was turbid unde 
a pressure of 300 mm. H,O. Queckenstedt’s test wa 
normal. Wash-outs of 40 ml. were absorbed easily, an¢ 
were repeated three times, so that 120 ml. was used 
altogether. A second’ specimen was taken at the v 
end, just before the dose of intrathecal penicillin. h 
count of the pre-lavage specimen was 1,335 cells per c.mm. 
while on the post-lavage specimen it was 430. — 
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After 8,000 units of penicillin in 40 ml. of distilled water, [aps TELS 
BB ee introduced into the free tube of the rubber stopper, were | 7,000 4000 
* wed to seep in through the same apparatus, a steady 4500 
| allo \ 
oun fall: of C.S.F. pressure was noted. The explanation lay 600 3000 
widently in the reduced osmotic pressure consequent on the ; 
moval of excess proteins, fibrin, etc., and the dilution of | sooo 2900 
C.S.F. by the addition of 40 ml. of dilute penicillin. In ¥ 
3 |, quarter of an hour the pressure fell from 250 mm. to | p99 1900 
97mm. H,O. On the second day the C.S.F. pressure was \ = 
in| 3 {190 mm. H,O: 180 ml. was used in spinal lavage, and pre- bade 
and post-lavage counts were 375 and 50 cells per c.mm. \ a 
| respectively. 2.200 Fic. 5.—Case 6. Effect 
T peni-| The same phenomenon of rapid absorption of the diluted lw ss the second: day 
I peni- !¢.S.F. was noted on this and subsequent occasions. Con- : 
Onset, | qurrent with the fall in manometric reading there was |” mixing that occurs between 
l¢ died | increasing concentration in the C.S.F. cell count. Speci- the infused solution and the 
S; One |mens taken 1/4-hourly showed a rising count of 12, 20, |m o 2 «0 60 80 C.S.F. was assessed by 
Nicillin | 3g cells per c.mm. It became a practice to leave the ; ing a specimen at the 
1 Coma ure after a wash-out at 300 mm. H,O. This brought ae 5 ml. as the’ 
hemi. | the final pressure to 80-120 mm. H,O. Lower pressures #dmission. 20 ml. was returned. The 
Nissiog | were avoided with an inflamed pia-arachnoid, as that would respective cell counts were: before irrigation, 580 *per 
Of the | approximate the two layers and promote adhesions. c.mm.; after, 70, 210, 525, 650 (Fig. 2). Another irri- 
‘ponse.| The wash-outs seem to have solved the problem of gation with 40 ml. was given and counts on pre-, mid-, 
increased C.S.F. pressure in meningitis, since in a total of and post-lavage specimens were 50, 325, and 375 respect- 
30 of them - eg nt pressure markedly high after ively, showing even better mixing (Fig. 3). 
Except | the first wash-out. e third day it was 130 mm. H,O, _ The sixth case was that of a boy of 8 years with pneumo- 
effect | and the cellular count 109 per c.mm.; on the fourth the coccal meningitis admitted in coma with right-sided hemi- 
Bating } corresponding figures were 50 and 12. Wash-outs per- plegia. The effect of the wash-outs on the first and second 
Pecific formed on these two occasions showed that they do not days is shown in Figs. 4 and 5 respectively. On the third 
spinal | provoke pleocytosis when aseptic. day the C.S.F. did not flow freely ; Queckenstedt’s test 
became abnormal and lavage impossible. Ventricular 
er of Further Trials puncture gave a freer flow of C.S.F. but no evidence of 
The fourth case was that of a child of 13 months with imcreased pressure, and no 
influenzal. meningitis. Lumbar puncture produced only ®¢Xt day the same difficulty was met with during lum 
two beads of thick pus. Aspiration was tried without Puncture, and a large dose of 50% dextrose intravenously 
dfect. Spinal wash-outs were attempted, but the fluid relieve a supposed tonsillar herniation had no effect. bry 
would not go in freely. Penicillin was given intrathecally, L-P. needle was shifted two spaces higher up, and the a : 
_|and the following day no more could be done than on the flow and Queckenstedt’s test were here normal. To exclude 
first. The Haemophilus influenzae isolated was penicillin- delayed effect of the injection, another L.P. needle vat 
4 | sensitive. The child improved, and was apyrexial for a introduced in the lower spaces, but the same initial state o 
few days. It soon relapsed, and as there was the same affairs was still evident, and a spinal block was diagnosed. 
difficulty with the lumbar puncture the ventricles were The child died two days later ; necropsy revealed no con- 
tapped four hours after an intrathecal dose of penicillin, Vincing hydrocephalus, no herniation, and no ‘oun s xm 
Fluid from the ventricles, however, contained more than bove the foramen magnum, but there were thick p pre ny 
8 units of pen’cillin per c.mm., and the thick perispinal €XUdates over the convexity of the hemispheres. Unfor- 
exudate formed no block to the passage of penicillin as was tunately the spinal cord was not exposed. 
t feared, but the haemophilus was shown to have acquired 
CLAMP} much greater resistance to penicillin. The child died next Cerebrospinal Fluid Clearance 
ne te| “4Y- Necropsy revealed thick pus below the tentorium and = The seventh patient was a child of 14 months with 
LP - rounding the spinal = influenzal meningitis and very turbid C.S.F. (4.600 cells 
ces , Small concentrations o r c.mm.). The organism was only slightly sensitive to 
wa a penicillin were found on the penicillin, and it was felt that the effect of repeated wash- 
ler 4 Wi brain surface at necropsy. outs might show to better advantage here. Six daily wash- 
Th ad ---+--- 71 In the fifth case of puru- outs were done and progress was satisfactory. A relapse 
S25 more daily wash-outs were given. The child 
- recovered fully. 
/ sponse to treatment and The effect of these wash-outs on pus clearance was 
nig | 400 spinal lavage was quick. tudied in this case. All wash-out fluid drained was col- 
we / On one occasion the jected, mixed, and measured. A cell count on a specimen 
1gitig§ | 300 7 of it gave an idea of the amount of pus removed. Further, 
nde “00 | the number of millilitres of purulent C.S.F. cleared of pus 
wag | 200/- Ls 300 a could be calculated on the same lines as*that of urea 
ané oe ee clearance of the blood. The results of the first six wash- 
used | 100} — wo outs are shown in Table II. 
ve 
mos 0 S 3% 40 Leaking Cerebral Abscess 
py f Fic. 3.—Case 5. C.S.F. cell The eighth patient was a young man of 20 years who 
further wash-out had had a cerebral abscess on the right side drained 
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Tase II cells in the C.S.F. . . . It is at this stage that there is | eur 

seule danger of the subarachnoid space becoming blocked” 
as Pre-lavage | Count of | Post-lavage| Total csr. Jepson and Whitty (1946) feel that “the post-mortem FO! 

‘ash-out Count Return Colts appearances tempt one to search for some means of 

. ' (cells/c.mm. : increasing C.S.F. circulation, especially through the basal 

First 4 600 3, i 2s 1,350 246.000,000 53-5 cisterns.” 

Second 1'340 ‘450, | These views are similar to those that led to the present 
work on the merits, practicability, and effectiveness of spinal Medi 
Sixth 390 130 100 26,000,000 | 69-0 irrigations. Jepson and Whitty also state that “ withdrawal four ca! 
-— of much fluid from lumbar sac or cistern remains of doubt. e 


successfully two years previously. On Jan. 12, 1946, he had 
convulsions culminating in status epilepticus, which later 
became strictly right-sided. The C.S.F. was acellular and 
sterile. The next day severe symptoms and signs of menin- 
gitis developed and the convulsions ceased. Rupture of 
a left-sided abscess was suspected, and the C.S.F. was now 
purulent (8,000 cells/c.mm.) and under pressure. Table III 
shows the effect of successive daily wash-outs on this 
- patient. The third wash-out is peculiar in that the average 
count of the return fluid and the post-lavage count are both 
higher than the initial count. The abscess must have leaked 
during the procedure. The patient considerably improved. 
Six hours after the fourth lumbar puncture (603 cells per 
c.mm.) he suddenly developed an acute exacerbation, and 
the C.S.F. contained 2,700 cells per c.mm. Further leakage 
must have occurred. All specimens of C.S.F. during the 
illness were sterile. The patient recovered. 


Tasie III 
A 
Pre-lavage | Count of | Post-lavage Total C.S.F. 
Wash-out Count Return Count Cells Cleared 
(cells/c.mm.) Fluid (cells/c.mm.)}| Removed (ml.) 
‘cells/c.mm.) 
First 8,000 4,000 3,200 488,000,000 61 
Second 6,300 1,330 700 385,000,000 61 
Third 1,365 180 1,700 215,000,000 157 
Fourth 603 246 197 7,000, 45 


Pain in Spinal Wash-outs 

The most frequent cause of pain was the low temperature 
of the solution. Warming the fluid obviated the pain in 
the majority, but some complained of discomfort or head- 
ache when there was much variation in the C.S.F. pressure, 
and wash-outs then had to be restricted to 20 ml. at a time. 
Another cause of pain may be the position of the needle- 
point in the spinal theca. On the whole, spinal wash-outs 
performed by allowing fluid to seep in by gravity are not 
often painful, and the pain is less than that caused by 
mixing the C.S.F. with the injected penicillin several times 
in a 20-ml. syringe as recommended by some authorities. 


Discussion 


Merritt and Fremont-Smith (1937) express themselves us 
follows: “The conception of acute purulent menjngitis as 
an abscess of the ventriculo-subarachnoid space has pre- 
viously been presented. It is a well-known principle that 
the best treatment for an abscess is free drainage... . 
Continuous drainage of the fluid . . . is especially valuable. 
Irrigation of the subarachnoid space through a needle in 
the cisterna magna and out through a needle in the lumbar 
space, or vice versa, will often prevent development of 
subarachnoid block.” 

For the reason given earlier, the one-needle method 
described here was preferred. It is felt that penicillin has 
not done away with the necessity for preventing deposit 
formation. Smith, Duthie, and Cairns (1946) state that 
“the subarachnoid space may become blocked in the 
early stages of the illness by the rapid deposition of thick 
fibrinous pus. . . . On the second or third day after the first 
injection of penicillin most patients show an increase in the 


ful value in view of the possibility of encouraging herniation ts 
through the tentorial hiatus or foramen magnum, especially tl 
when cerebral oedema is present, although in our experience lint | 
withdrawal of 30 to 40 ml. by the lumbar route has had | yhorato 
no untoward consequences.” Withdrawal of similar ive to 
amounts had no ill effects in the present series of cases i ne 
It is felt that the fear of herniation in uncomplicated gvans (1 
meningitis has been exaggerated unduly. The frequent fon (th 
use by earlier workers of the double-needle method of waesthe 
spinal irrigation and forced drainage suggests that this is | -eventi 
not a serious possibility. Merritt and Fremont-Smith sonths 
caution people against the removal of large amounts of nderwe 
C.S.F. in cases with increased intracranial tension, except of these 
in patients with meningitis, when “as much fluid should \; th | 
be removed as it is possible to obtain.” Katzenelbogen |; 
(1935) states that “forced drainage was demonstrated by erebros 
several workers to be innocuous and well tolerated by the 
patients.” mg. 
If apprehension is felt about the reduction of pressure— jmp case 
for example, in traumatic cases, where cerebral oedema is ¥ 
suspected—a preliminary hypertonic injection may be given. \pe jdent 
The spinal wash-out should then not be delayed, not only |iggical 
for fear of the pressure rising again but because of the /pgcifli ir 
concentrating effect on the C.S.F. and the consequent |fjter an 
precipitation of thick exudates. It is felt that this measure }gjer wa 
will rarely be needed in uncomplicated meningitis. Garrod 
Of the 30 wash-outs performed none resulted in con- |of meni 
tamination, as shown by frequent cultures. Apart from |anaesthe 
clearing pus and organisms, and restoring osmosis to 
normal, the irrigating fluid may break up commencing 
adhesions. The C.S.F. pressure is kept down. 


Summary Case 
The shortcomings of penicillin in purulent meningitis are 
discussed. 1 
The seriousness of the formation of deposits of plaques from 
fibro-purulent exudates is emphasized. These result in occluded 
areas inaccessible to intrathecal penicillin and, because of ), 
adjoining thromboses, inaccessible to systemic penicillin. 
The possibilities of spinal irrigation by a single-needle 
method, as a preventive measure against these adhesions, are | , 
explored. 
A safe aseptic technique is described, and its effectiveness 1s 
demonstrated. A C.S.F. cellular clearance is calculated. 4 


I should like to express my gratefulness to Drs. A. Wilson Gill, 
B. Maclean, and L. Boyd for their permission to publish the cas 
material; to Dr. A. J. McCall for the use of the necropsy reports; 
to Mr. Holdsworth for his help in cell counts; and to the nursing 
staff for their full co-operation. 
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‘ (From Medical Clinic B of the University of Louvain) 
esent 
spinal |, Medical Clinic B we had the opportunity of observing 
rawal "yr cases of Pseudomonas meningitis following spinal 
loubt. esia, and in the literature we were able to consult* 
iation counts of a certain number of cases. Garrod (1946) 
cially that this complication is not as rare as one would 
rience ihink. He ,rejects the opinion of Livingstone and his col- 
$ had 'yhorators (1943), believing that aseptic meningitis is not 
imilar |jge to local irritation but is produced by Gram-negative 
Cases. Jiscilli not easily detected by ordinary laboratory technique. 
icated |pvans (1945) deals with the different sources of contamina- 
quent ion (the hands of the surgeon, the instruments, the 
Md of \ngesthetic solution, etc.) and describes the method of 
his is gevention. Barrie in 1941 had in the course of three 
Smith !nonths 11 cases of meningitis among 96 patients who 
tS Of |inderwent hypobaric “percaine” spinal anaesthesia ; one 
xcept |o¢ these was fatal. The affection started about the 
hould \ishth day after the spinal anaesthesia and usually 
0geN Hiisappeared within eighteen days. The cell count of the 
d by | srebrospinal fluid varied from 9 to 11,400 per c.mm., 
d by|.og the albumin fluctuated in the neighbourhood of 

(00 mg. per 100 ml. Bacteriological analysis showed in 
ure— one case Gram-negative bacilli, not fermenting common 
ma is , and producing no indole, but which could not 
siVeN. \be identified. Smith and Smith (1941) made the bacterio- 
Only }ipgical analysis in Barrie’s cases and found the same 
f the /gcilli in the water, which had passed through a Berkefeld 
quent |fiter and then been used to rinse the syringes. After the 
asure jer was discarded no further case was seen. Hewer and 

Garrod (1942a, 1942b) saw an increasing number of cases 
con- }of meningitis when the ampoules containing the spinal 


surgeon. He attributes the infection either to the “ novo- 
cain ” used for local anaesthesia or to the saline employed 
to rinse the syringe. 

In wartime literature (Cairns, 1944) we meet with cases 
of deep skull wounds communicating with the arachnoidal 
cavity and producing pyocyanea meningitis. Botterell and 
Magner (1945) describe 9 cases. During the same 
period they had two cases of pyocyanea meningitis in 
patients whose wounds did not communicate with the 
arachnoidal cavity but to whom they had applied preventive 
intrathecal penicillin for slight meningism. They made a 


~ bacteriological test of all the phials of penicillin adminis- - 


tered during twenty days, before and after use. Only the 
residue of two of them contained Ps. pyocyanea. . 

Meningitis caused by the melanogenes variety of Ps 
pyocyanea was not reported in the literature consulted. 
This organism, which is very rare, was identified and 
described by Radais (1897), and Cassin (1902) found it 
in a purulent leg-wound. Cultures of the bacillus produce 
a black pigment, which, unlike pyocyanine, is insoluble 
in chloroform. 


Analysis of Personal Cases 


We have been able to observe 4 cases of pyocyanea 
meningitis. Infection took place outside our service. Three 
of these patients were sent to Medical Clinic B for menin- 
gitis treatment; in the fourth patient we discovered an 
ectopic ovary (with periadnexitis) situated under the liver. 
She had been operated upon elsewhere, and we saw her 


- again, in consultation, subsequent to the outbreak of 


meningitis, which took place a few days after the operation, 
performed under spinal anaesthesia. 

Our cases came from two different surgical centres (A 
and B). These centres have the peculiarity that the nursing 
personnel belong to the same staff. Cases 1 and 2 came 
from Centre A, Cases 3 and 4 from Centre B. The 
accompanying Table sums up the essential points of the 


from \;naesthetic were sold with gummed labels (formerly the observation. 
is to ‘ ' 
ning Table giving Analysis of Cases 
Cerebrospinal Fluid 
oom Course and Treatment Total Dose of 
Case Symptoms of Onset —— Day | Albumin Cell Count Bacteriological 
5 are mg./100 ml. per c.mm. Test 
1 | Outbreak 15d fter scurocaine | 12,300 Ist 180 1,120 polymorphs | Ps. melanogenes | Fatal issue in 76 days. Sul- | 419 g. of sul- 
a few in ions). 
luded Nine returns of pyrexia with 
s 
Of > | Outbreak 4 days after scurocaine | -- ~ From 4th to 9th day penicillin | Slight 
spinal anaesthesia intramuscularly and_ intra- 
thecally. From 6th to 9th 
eedle day, 6-8 
» | Outbreak 4 days after scurocal 7,500 | 125 8,000 polymorphs Fetal tm 114 days, ‘Three | 1,172.5. of 
3 er ine ‘atal issue 
epinal anecethesia.. Evident 80th} 130 remissions of phathiazole 
Is of meningitis. Severe 100th 83 114 days 
ieadaches 
4 | Outbreak 4 days after scurocaine 9,500 Ist 110 4,100 ” Ps. pyocyanea | Two returns of pyrexia; 59th | 740 g. of sul- 
Apparent 30th 70 700 day definitely apyrexial. Com- 
Gill, recovery. 12th day: relapse. 60th 50 140 ” Sterile plete recovery on 92nd day 92 
Epileptiform crises. Violent 90th 53 9 
Case headaches 
orts; 
Irsing 
culars of the product were etched on the glass itself). Case Reports 


¢ ampoules were immersed in spirit for 60 minutes, but 
fhe sterile water in which they were then rinsed gave positive 
tures. Worth (1945) mentions the occurrence of staphylo- 
1 meningitis following osteomyelitis of a vertebra after 
iagnostic lumbar puncture. 

Evans (1946) describes two fatal cases of pyocyanea 
ingitis which occurred at three days’ interval after 
inal anaesthesia had been administered by the same 


, 340. 
et, 


1940 our literature was very 


*On account of the doetenttion, at the library of the University 


Case 1.—A woman 26 years of age was operated on for 
vesico-vaginal fistula, under “scurocaine” spinal anaesthesia. 
Symptoms of meningitis occurred suddenly 15 days after the 
operation. Irregular pyrexia was present, accompanied by 
chills, and she was somnolent, sometimes even semi-comatose. 
Lumbar puncture revealed Ps. melanogenes meningitis. 
Sulphonamide treatment was prescribed and a total dosage of 
419 g. was given over 76 days; the only other treatment was 
symptomatic. The case presented striking remissions, and 
at times there was promise of complete recovery. The blood 
serum contained no antipyocyanic agglutinins. The patient 
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died on the 76th day of her illness after a fresh rise of 
temperature. 

Case 2.—This patient, a woman aged 24, was operated on 
for ectopic ovary with periadnexitis, under scurocaine spinal 
anaesthesia. The fourth day after operation peritonism and 
meningism were seen. On the sixth day there were evident 
signs of meningitis, and Ps. melanogenes was found in the 
cerebrospinal fluid. Penicillin was given intramuscularly and 
intraspinally, and medium doses of a sulphonamide were 
administered from the sixth day. She died on the ninth day. 

Case 3.—A man aged 41 was operated on for hernia and 
appendicitis, under scurocaine spinal anaesthesia. Symptoms 
appeared suddenly on the fourth day. The patient complained 
chiefly of severe headaches. Ps. melanogenes was found in the 
C.S.F. The illness seemed to respond favourably to sulpha- 
thiazole treatment ; three remissions occurred, but the tempera- 
ture returns were of little importance. On the 100th day of the 
illness the cell count of the C.S.F. was 83 per c.mm. (it was 
8.000 at the beginning). The patient, however, was anything 
but docile, and we were unable to keep him any longer at the 
clinic. He went home, and very soon had a renewal of pyrexia, 
with signs of meningitis, urinary retention, and a Cheynes- 
Stokes type of respiration. The patient died 15 days after 
returning home, having received 1,172 g. of sulphathiazole in 
114 days. 

Case 4——A woman aged 35 was operated on for epigastric 
hernia under scurocaine spinal anaesthesia. Illness occurred 
four days after the operation. The patient was treated with 
sulphathiazole and seemed very soon to improve, but on the 
12th day symptoms of meningitis were observed, accompanied 
by general and local epileptiform crises. Lumbar puncture 
revealed the presence of true Ps. pyocyanea. The patient was 
successfully treated with sulphathiazole; the headaches 
weakened, the epileptiform crises diminished, and after two 
minor relapses the temperature was normal from the 59th day, 
after 436 g. of sulphathiazole had been given. Owing to a 
persistent slightly raised cell count in the C.S.F. we gave her 
8 g. of sulphathiazole daily for 38 days. She took in all 
740 g. in 92 days. We kept her under observation for 15 days, 
without treatment, before discharging her. Seven months after 
her departure she was perfectly well. 


Comments 


Patients 1 and 2 had been operated on at Surgical 
Centre A by two different surgeons. The two cases were 
caused by Ps. pyocyanea of the melanogenes variety. At 
the same period and at the same clinic two other cases of 
meningitis occurred 15 days after spinal anaesthesia ; these 
were cured by intensive sulphonamide therapy, but the 
pathogenic agents were not determined. Patients 3 and 
4 were operated on by one and the same surgeon at 
Surgical Centre B. This surgeon has used the same tech- 
nique for spinal anaesthesia for the last seven years, and 
so far no complication has occurred. But all of a sudden 
7 cases of meningitis arose. After the appearance of the 
first case the surgeon intensified the aseptic measures, but, 
despite this, 6 new cases were seen at the same time. Three 
of these patients died (one of them is Case 3). Cultures of 
’ the C.S.F. of all the cases were made at the surgeon’s 
request. 

The pathologist, Prof. Bruynoghe (1944), found only two 
positive cultures (Cases 3 and 4): in one, true Ps. pyocyanea 
was developing ; in the other, pyocyanea of the melanogenes 
variety. The causes of the infection in our four cases are 
obscure. 

The third surgeon (of Centre B), who had 7 cases of 
meningitis, er to Prof. Bruynoghe a box of scurocaine 
ampoules ; five of them were submitted to careful bacterio- 
logical examination, but did not reveal the slightest trace 
of any pathogenic agent. The brushes, however, used by 
the surgeon to clean his hands were never sterilized. 
Prof. R. Bruynoghe is inclined to attribute the cause of the 
- infection to that reason: since then the brushes have always 


* completely after 92 days’ sulphathiazole treatment. 


* melanogenes variety, are very resistant to treatment ; early 


been sterilized, and no further cases of meningiti 

’ itis 
been from the two clinics. It is interesting’ 
repeat that the nursing personnel of the two i ini 
belong to the same school. ee 

The three cases treated by us have received very h 

dosages of a sulphonamide—419 g. in 76 days, L172 . “4 
114 days, and 740 g. in 92 days—without any reaction 
The three cases caused by melanogenes proved fatal ip 
spite of the fact that two of them (1 and 3) received 
intensive sulphonamide treatment. Patient No. 4, whose 
meningitis was caused by true Ps. Pyocyanea, recovered 


Summary and Conclusions 


Reports are given of 4 cases of Ps. pyocyanea meningitis 
three of which were of the adlanianies Voie. Three of 
them received intensive sulphonamide treatment (by mouth) 
The fourth had a rapidly fatal issue, and was wrongly 
given penicillin and only medium doses of a sulphonamide 

One of the cases, caused by true Ps. Pyocyanea, was 
cured after intensive sulphathiazole treatment (740 g. in 
92 days). 

Pyocyanea meningitis—in particular that due to the 
melanogenes variety—is very rare, and possibly is nearly 
always of traumatic origin. k 

The four cases recorded show that spinal anaesthesia 
may be the cause of the infection. When using that method 
the aseptic technique therefore can never be too thorough 

These forms of meningitis, in particular those of the 


and intensive sulphonamide therapy, persevered with 
because of the frequency of relapses. seems to give the 
only hope for a real cure. 
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British 


Thorpe’s Dictionary of Applied Chemistry is a work which ha 
gained a well-established position in technical literature. Volume VI 
of the fourth edition is now before us (Longmans, Green and Co, 
price 80s.). Its contents run from Iodine to Metallography. The work 
is primarily intended for covsultation by technologists, and the tech 
nical aspect of the subject matter is everywhere prominent; but th 
members of the Editorial Board have wisely i that pur 
science is entering the realm of technology in ever-increasing 
measure. They have accordingly made a selection of contributors d 
special articles from among the most prominent men who ar 
acknowledged specialists in the scientific approach to the respectiv 
subjects and these contributors have incorporated the newes 
information. As examples of the exhaustive treatment it may & 
mentioned that under Iodine considerable space is given to iodim 


therapy, and that a full account of Vitamin K is given under it] - 


own heading. Other articles worthy of special mention are thos 
concerned with iron and steel, leather, magneto-chemistry, mas 
spectra, and metallography. The references include a most exten 


sive variety of matters extending from such subjects as those namet 
above down to the chemical constituents of the lotus plant and d 
the homely leek. The eminent position of Thorpe’s Dictionary 
chemical literature is fully maintained in the new edition. 
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HEPATIC HYDATID CYST CAUSING 
SUPRARENAL HAEMORRHAGE 


L. W. GODFREY, M.B., BS. 
Senior House-Surgeon, Ipswich Borough General Hospital 


tid disease in the British Isles is comparatively rare, and. 
simost all the cases that have occurred originated in a small 
egdemic area in South Wales. The following case presented 
a very unusual clinical picture. 1 have been unable to trace 
sny similar case in the literature, although Barnett (1941) 
records haemorrhage as a cause of death in six cases of abdo- 
minal hydatid cyst, and Dew (1928) describes a case of 
haemorrhage due to anaphylaxis. 


Case Report 


The patient, a fitter and tester aged 29, was born in Abertillery, 
Monmouthshire. He was described as being delicate from birth, 
and at the age of 14 was suspected of having tuberculosis and 
went to live on a farm at Gilwern, Monmouthshire, where he stayed 
for three years. He left South Wales at the age of 21 and had 
since lived in Ipswich. He had never been abroad. 

In July, 1944, he had an attack of jaundice, with vomiting and 
abdominal pain, lasting six weeks. A similar attack occurred in 
December, 1944, and lasted eight weeks. Following these attacks 
his general health was impaired, he appeared languid, fainted fre- 
quently, and had considerable flatulence. On May 27, 1946, he 
developed upper abdominal pain, diarrhoea, and flatulence, followed 
next day by jaundice and vomiting, with pale-yellow stools and 
dark urine. He was seen by Mr. Langley as an out-patient on 
May 30, when he was noted to be a well-built man, with moderate 
jaundice, clean tongue, and good teeth. The liver was enlarged to 
4 in. (10 cm.) below the costal margin, with slight tenderness in 
the gall-bladder region, but the gall-bladder was not palpable. Rectal 
examination revealed no abnormality. At 8 p.m. on June 1 he was 
admitted to the Ipswich Borough General Hospital, having become 
dyspnoeic the previous evening and having passed no urine for 
twelve hours. On examination he was found to be deeply jaundiced 
and moderately dyspnoeic, but not distressed or cyanosed. The 
temperature was 103° F. (39.4°C.), pulse 132, respirations 36. His 
pulse was of poor volume and his blood pressure was 80/50. No 
abnormality was found in the heart or chest on clinical examination. 
His liver was enlarged, as above, and very tender, with tenderness 
spreading down to the umbilicus. The spleen was not palpable. 
Investigations —The following results were found on May 30. 
Urine: S.G. 1030, bile +++. Blood count: Hb, 118%; R.B.C., 
5,240,000 per c.mm.; reticulocytes, 0.5% ; W.B.C., 10,300 per c.mm. 
(neutrophil polymorphs 52%, lymphocytes 40%, monocytes 8%). 
Van den Bergh: strongly positive direct reaction. Serum bilirubin, 
17.1 mg. per 100 ml. Fragility test normal. W.R. negative. 
Radiographs of the chest on admission showed congestion of both 
lung bases and raised diaphragm. 

A provisional diagnosis of acute hepato-renal failure was made, 
and treatment with intravenous glucose saline, dehydrocholine, and 
insulin was started. He was also given “ eucortone ” in view of the 


Photograph showing hydatid cyst with multiple daughter oats, 


cholangiectatic left lobe, and macroscopically normal right 


"low blood pressure. Despite all this, however, he died in the early 


hours of the next morning. 

Post-mortem Examination—The cause of the hepatomegaly was 
found to be a hydatid cyst, 54 in. (14 cm.) in diameter, with muluple 
daughter cysts (see photograph). All the blood was noted to be 
fluid, and there were petechial hemorrhages on the visceral peri- 
cardium, peritoneum, and pleura. There was also haemorrhage into 
both suprarenals, more severe on the left. The lungs showed 
bronchopneumonia. The spleen was slightly enlarged. -No abnor- 
mality was found in the brain, heart, or kidneys. 


Discussion 


The probable sequence of events leading to death seems to 
have been a rupture of the cyst into a large bile duct, causing 
blockage of the biliary system, jaundice, and lowered pro- 
thrombin level. This in turn\led to multiple haemorrhages, 
including destruction of both suprarenals, resulting in lowered 
blood pressure, extrarenal anuria, and death. The high tem- 
perature was due to a severe cholangitis in the left lobe of the 
liver, which can be seen in the photograph. Another possi- 
bility is that the whole picture is one of anaphylaxis due to 
rupture of the cyst into the biliary system, but in view of the 
absence of urticaria and the lack of eosinophilia this seems 
unlikely. 

The period of infestation is still more debatable. It is 
tempting to think that the patient became infested while on 
the farm, where there were many dogs. In this case the cyst 
would be 12 to 15 years old. In a special investigation into 
the South Wales cases by the Welsh Board of Health (Howell, 
1938), however, it was found that the majority of cases occurred 
in the industrial areas and towns. It is therefore more likely 
that he was infested at a still earlier age, while in Abertillery, 
and, indeed, this may have accounted for his debility, which 
led to the suspicion of tuberculosis. His two previous attacks 
of jaundice were probably also caused by partial rupture of 
the cyst into a bile-duct. This could account for both the 
cholangitis and the multiple daughter cysts, which, Dew believes, 
are always initiated by trauma to the primary cyst; partial 
rupture into a bile-duct*is a common type of trauma. | 


Summary 
An unusual case of hydatid cyst of the liver is described. This 
caused three attacks of jaundice, in the last of which multiple 
haemorrhages developed, including haemorrhage into both supra- 
renals, leading to collapse, anuria, and death. 


I wish to express my thanks to Mr. G. F. Lan 
advice and assistance in writing this note, to Dr. J. 
post-mortem examination, and to Dr. J. W. Hunter, 
of health, for permission to publish the case. 
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for much 
telding for the 
medical officer 


WILLIAM KLyne’s Practical Chemistry for Medical Students has 
been prepared with special regard to their requirements. With them 
the problem is to acquire a complete grasp of the principles and 
relationships of chemistry in the relatively short time at their 
disposal. The system by which they are successfully to be taught 
depends therefore on a judicious choice of subjects for practical 
experiment and on the presentation of these in a form which is 
most easily assimilable, free from ambiguity, and which clearly 
enunciates the principles that are to become the foundation for an 
understanding of future problems. The success of the author im 
accomplishing this purpose could only have been achieved by one 
who had had much experience in teaching the subject to students 
of that category and who was gifted with discernment to recognize 
the most effective plan. His experience as a teacher of practical 
chemistry to medical students has enabled him to develop, under 
a system of continuous re-examination and review, an: excellent 
textbook for the purpose required. In its production the author 
bas paid much constructive atiention to the clarification of the 
exercises to be performed and has avoided the common danger of 
obscuring the theoretical purpose in the instructions for procedure. 
In this sense the text bears evidence of care to obviate all forms of 
ambiguity and to make every fact easy of recognition. The opening 
chapters, giving general ideas on qualitative and quantitative work, 
on manipulation, and on appreciation of the findings, form an 
excellent example of how the subject should be introduced. This 
book, published in Edinburgh by E. and S. Livingstone at 20s., may 
be commended to all who have to follow the medical student’s 
course of study. 
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Medical Memoranda 


The Filigree Operation for Hernia 


For a considerable time the filigree operation for hernia has 
fallen into disrepute in this country, but during the last two or 
three years one or two British surgeons have become increas- 
ingly interested in this method of treatment, and several, though 
not making use of the actual lattices of silver wire known as 
filigrees, have nevertheless used sutures of silver or other un- 
absorbable material in order to repair the damaged inguinal 
canal. 


During the past two years 1 have had the opportunity of 
watching the operation performed regularly at the Seamen’s 
Hospital, Greenwich, and have been impressed by the apparent 
solidity of the repaired canal at the time of operation and also 
by the first-class results seen in the follow-up clinics there. In 
spite of this | have been reluctant to adopt the method whole- 
heartedly because of the great prejudice against it. I decided 
to discover exactly why the method had been condemned, and, 
by a combination of both clinical and experimental means, to 
investigate fully all criticisms directed against it. This would 
seem to be the only way to determine whether or not such 
objections really are valid or whether, in point of fact, the 
dangers and difficulties of this operation have been exaggerated, 
thus deterring surgeons from making use of what seemed to 
me to be a method which has a very definite place in the curative 
treatment of hernia. 


After much discussion with my surgical colleagues I have 
come to the conclusion that the objections to the filigree opera- 
tion put forward by competent and experienced men may be 
listed as follows: 


1. The operation causes marked immediate post-operative pain, 
and this persists longer than is usual for cases operated on by other 
methods. 

2. The filigrees move about in their beds when the patient moves 
‘his legs or trunk during convalescence. 

4. A rigid structure such as a silver filigree is apt to cause delayed 
post-operative pain and limitation of movement in the area in which 
it is implanted. 

5. Secondary haemorrhage may occur from ulceration of blood 
vessels in the neighbourhood of the metal. 

6. Faecal fistulae may be produced owing to the silver coming 
into contact with the bowel. 

7. There is a great liability for the wound to become infected. 

8. If the wound becomes infected the surgeon is faced with an 
exceptionally difficult problem, as the metal cannot come away in 
small fragments, as can silk, but must be removed in toto. 

9. It is a bad surgical principle to implant foreign bodies in the 
tissues 


10. If there is a recurrence of the hernia following this operation 
its cure is rendered doubtful and very difficult owing to the presence 
of the previously inserted filigrees. 

11. Finally, it has been stated that since hernia is the operation 
of choice for teaching surgery to beginners, a highly skilled tech- 
nique such as the implantation of filigrees would render the cure 
of hernia too difficult a procedure to allow surgeons to use it as a 
teaching ground for their juniors. 


This list of objections could easily be divided into two groups 
—the dne capable of solution by careful clinical study of 
patients before, during, and after the operation, and the second 
by animal experimentation in the laboratory. 


In the first group may be included the question of post- 
operative pain, secondary haemorrhage from ulceration of blood 
vessels in the neighbourhood (in all those cases that I have 
seen operated on the filigree has been placed in direct contact 
with the deep epigastric vessels), rigidity of filigrees causing 
limitation of movement following operation, and the special 
liability to wound infection. Whether or not the filigrees move 
in the body at later periods can easily be discovered by a 


careful study of stereoscopic skiagrams taken shortly after the 
operation and again at an interval of weeks, months, or years 
During the past few months I have collected many skiagrams 
which should yield useful information on this point. 


In the second group experimental methods would seem to 
be necessary to determine how readily faecal fistulae are pro- 
duced should the metal come into contact with the bowel, and 
might also be expected to shed light on the question of secon- 
dary haemorrhage from vessels in the neighbourhood if such 
lattices were implanted in direct contact with blood vessels and 
bowel in the experimental animal. The question of limitation 
of movement after the use of silver lattices could also be solved 
in this way. 

I hope to be able to investigate the dangers of operating for 
recurrent herniae in a field already containing filigrees by re- 
producing a similar set of conditions in some small animal, 
such as a rabbit, and also the difficulties liable to be encoun. 
tered if removal of filigrees from the tissues should become 
necessary at a later date. 


Though it is true that the use of filigrees can be ctiticized 
on the ground that foreign material is being introduced into the 
tissues, it seems to me strange that this objection carries but 
little weight when applied to the use of other unabsorbable 
materials, such as silk, thread, etc., at present employed in s0 
many operative procedures. Therefore it would appear useful 
to investigate further the relative tissue reactions provoked by 
introducing such substances as silk, thread, silver, tantalum, 
etc., into the tissues of the experimental animal. These investi- 
gations are at present being undertaken, a number of experi- 
mental operations having already been performed. I propose, 
as soon as the investigation is completed, to give a full account 
of this work, together with the conclusions reached. 


D. M. Cooper, F.R.CS. 


Primary Lymphogranuloma Inguinale in 
the Female 


In countries where lymphogranuloma inguinale is prevalent the 
primary lesion is rarely seen in females. The following case in 
which the lesion developed in a contact under surveillance in 
this country is therefore of interest. 


The husband, a Service mar, came for examination one month 
after exposure to infection in Bombay. Three weeks after inter- 
course he had noticed stiffness in the right groin when walking, and 
a painful swelling had appeared there. On examination there was a 
slight mucoid urethral discharge, and on the right side of the coronal 
sulcus was a herpetiform vesicle. The right inguinal glands were 
enlarged, matted together, and fixed to underlying structures and 
to skin which was otherwise normal. Clinically the case was typical 
of lymphogranuloma inguinale. The Frei test was negative at this 
stage, but inclusion bodies were demonstrated in scrapings from the 
wall of the urethra. Tests for the other venereal diseases were 
negative. 

The wife also was‘ examined on the same day. She had no 
symptoms and no clinical signs. Five weeks later she returned 
complaining of swelling in both groins. There were then three 
small herpetiform vesicles on the lower third of the inner aspect 
of the right labium minus. A similar lesion was present on the 
anterior lip of the cervix. Both right and left inguinal glands were 
enlarged and painful. As in her husband’s case, tests for the other 
venereal diseases were negative, but the Frei test was positive at 
the end of 72 hours. The genital lesions had also increased in size, 
though no apparent change in the glands was noted. By the end 
of ten days the primary lesions had healed spontaneously and the 
inguinal glands had become smaller. Thereafter she attended for 
examination every fortnight, and nearly four months after the date 
of the original diagnosis ulceration with oedema and infiltration of 
the anterior rectal wall had occurred. Inclusion bodies were 
strated in scrapings from the rectal ulcers. 


We wish to thank Dr. Robert Lees. Director of the Department 
for Venereal Diseases, the General Infirmary at Leeds, for permission 


to publish this case. 
W. Fow er, M.B., 
Betty Wacker. M.B., 


Assistant Medical Officers, Depart- 
ment for Venereal Diseases, the 
General Infirmary at Leeds. 
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Reviews 


“CONSTRUCTIVE MEDICINE ” 


A Future for Preventive Medicine. Studies of the New York 
‘Academy of Medicine Committee on Medicine and the Changin 
Order. By Edward J. Stieglitz, M.S., M.D., F.A.C.P. (Pp. 77. 

$1.00 or 6s.) New York: The Commonwealth Fund; London: 

Oxford University Press. 1946. 


The monographs of this series from the “Committee on 
Medicine and the Changing Order ” of the New York Academy 
of Medicine are of a very high standard. They are published 
in co-operation with the Commonwealth Fund, and each writer 
in turn has been invited to deal with some phase or activity of 
medicine and relate it to the fast-changing pattern of the life 
of the American people. 

In this book Dr. Stieglitz describes, as he sees them, many 
of the problems of how medical science can be applied to create 
a higher level of health as opposed either to curative medicine 
or to measures designed to avoid a specific infection or group 
of diseases. In his introduction he is careful to point to the 
indefinite article at the beginning of ihe title, and he has suc- 
ceeded in the book in striking a reasonable compromise between 
the dogmatic and the mere throwing out of suggestions. Never- 
theless such a method has limitations, and in this case, while 
there are many most thought-provoking definitions and some 
of the best expositions of the aims of “ human eubiotics” or 
“social medicine ” or “ constructive medicine ”—or by whatever 
phrase we express ourselves—the author has largely failed to 
put forward a scheme which is capable of application either by 
organized social effort or by the individual practitioner. Merely 
to “snipe” at this monograph in such a way would, however, 
be quite unfair. The following quotations indicate original 
thought and a power of simple expression which so many 
gropers after truth in this subject sadly lack. 


“Health has quantitative attributes involving functional reserve 
capacities. There are various degrees of health. Health is relative. 
Health can be no more absolute than such states as freedom, slavery, 
wealth, poverty, beauty, or ugliness. Yet these terms, and many 
others with abstract connotations, have been used so loosely that 
the implicatton of absolute value has crept into our thinking and 
confused our understanding. Perfect health is an ideal, an abstrac- 
tion. As such it is essentially unattainable. Nevertheless, like any 
other abstract ideal, it may be approached. 

“For the type of preventive medicine which takes as its objective 
the improvement of health rather than the lesser goal of avoiding 
disease, the term ‘ constructive medicine’ has been proposed. The 
selection of this name was based on the idea that medical science 
can construct health as well as reconstruct it when destroyed by 
disease. Basically the treatment of disease is an attempt to recon- 
struct health. 

“It is impossible to prove that disaster is inevitable if preventive 
care is neglected, for disaster is not inevitable. 

“ Statistics have little or no emotional appeal; intellectual accep- 
tance of a concept does not activate its application. Thus there 
has always been a tremendous resistance to any and all preventive 
effort. The inertia of humanity is immense; mankind learns very 
slowly indeed. 

“In contrast to the negative connotations of prevention in the 
usual conventional sense, construction of health has positive and 
aggressive implications. 

“There are many disturbances in which infection apparently plays 
no role whatever. This is particularly true with the so-called 
degenerative diseases, illustrated by hypertensive disease, arterio- 
sclerosis, hypertrophic arthritis, and the metabolic disorders such as 
diabetes mellitus, gout, and the thyroid dyscrasias. Prevention of 
these disorders therefore cannot follow the existing pattern of 
approach now applied to infective diseases. Yet this pattern has 
become so fixed in the minds of public health officials that little 
change can be anticipated unless it is initiated by others. 

“ Popular support, however, cannot be taken as a guide to intrinsic 
worth; people rarely become enthusiastic about anything which 
involves real effort on their part, even though the results more than 
justify the effort. Tactics will change as our knowledge of etiology 
expands.” 


The individuality of the American outlook is well illustrated 
by the following passages: 


“ Bitter experience teaches that volunteered advice is almost never 
followed and gratuitous suggestions usually are ignored. Aid must 
be sought and paid for to be appreciated. 


“ Every practising physician old enough to remember the depres- 
sion has seen repeated evidence of decadence in the sense of 
individual responsibility, especially among the beneficiaries of free 
medical service. A social attitude of pampering paternalism, 
exaggerated by governmental policy in the last decade, has 
encouraged the belief that everyone is intrinsically entitled to 
health, security, and ease without personal effort. These privileges 
are supposed to be granted by the ideal state.” 


While many in this country would agree now that “ the last 
decade has been marked by an increasing tempo in the appear- 
ance of attempts to ‘ give’ health to the people by means otf 
legislation,” the focus of attention has invariably been upon 
the administrative machinery involved. Bureaucracy flourishes 
best in the maze of complex administrative organizations. 
Sometimes the political motives behind such legislation are 
so obvious that they hardly warrant comment; of course the 
indolent of the electorate are pleased with the idea of getting 
something for nothing. Most of these schemes have inappro- 
priately been called “ health programmes,” whereas they actu- 
ally constitute tax-supported subsidies for the treatment of the 
sick—redistributing the economic burden and adding immense 
administrative costs. 

The arrangement of type in this book illustrates well an 
unfortunate tendency to neglect chapter subheadings in scientific 
and serious books. 
novels. The reader wants to refer back, and even the chapter 
headings give him no guide, while an index is only of value 
when the book has recently been read. Why have the old- 
fashioned marginal paragraph summaries disappeared from 
serious books ? 


OCULAR PHYSIOLOGY 


Physiologie Oculaire Clinique. By A. ~—- (Pp. 458 ; illus- 

trated. 750 francs.) Paris: Masson et Cie. 1946. 

A book published in a foreign language has both advantages. 
and disadvantages. A disadvantage is that one’s reading is less 
rapid than would be the case if it were printed in English. That 
is where translations of such famous books as Helmholtz’s 
Physiological Optics are so valuable. The advantages are that 
a foreign author has a different literature to survey and to 
draw information from, because he has access to original 
articles which are not readily available to English readers. In 
consequence, his point of view and outlook are different, and 
his lists of references are also different. The book under review 
is very useful for this reason. It contains references to many 
publications with which the reviewer was unfamiliar. 

The book deals with the following subjects: The lids, the 
lacrimal apparatus, the sensory nerves of the conjunctiva, the 
choroid, the ciliary bodies, the aqueous humour, the vitreous, 
the intra-ocular pressure, glaucoma, the conjunctival circula- 
tion, the cornea, the pupil reflexes, the crystalline lens, the 
mechanism of accommodation, the innervation of the ciliary 
muscles, the retina, the retinal vessels and circulation, visual 
acuity, the perception of colour, the Purkinje phenomenon, 
the perception of movement, chronaxie, the visual field, the 
visual centres, the encephalogram, the external eye muscles 
and eye movements, nystagmus, binocular vision, the importance 
of proprioceptors. The book as a whole is interestingly written, 
though it does not seem to contain anything startlingly new. 
Many of the diagrams are very clearly drawn. 


THORACIC DISEASE 


Diagnosis and Management of the Thoracic Patient. Edited 
C. P. Bailey, M.D. (Pp. 334; illustrated. 24s.) London: J. B. 
Lippincott Co. 1946. 
This book from the “ American Practitioner Series” is a 
symposium of articles by various authors, and it suffers from 
the fault which is so common in works of this type—uneven- 
ness. The editorial preface states that the aim of the book is 
_to familiarize “the internist and the general practitioner with 
modern surgical practice in the management of the more impor- 
tant diseases of the intrathoracic organs.” Unfortunately, how- 
ever, most of the articles are too specialized and too long to be 
R — by anyone who is not himself specializing in chest 
isease. 
The first contribution is an extended account of pulmonary 
resection for tuberculosis. Although this is well written and 
documented, pride of place should not have been given to a 


Such books are not intended to be read as — 
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form of treatment which is still in the experimental stage. 
Other chapters on the surgery of tuberculosis deal with intra- 
pleural pneumonolysis, phrenic interruption, thoracoplasty, and 
the drainage of tuberculous cavities. It is surprising that these 
articles give only the briefest account of the use of apicolysis— 
probably the most important recent advance in thoracoplasty 
technique—and make no mention at all of the use of pneumo- 
peritoneum in conjunction with phrenic interruption. 

Of the chapters on non-tuberculous diseases of the chest, that 
by Ochsner, Dixon, and De Bakey on primary bronchogenic 
carcinoma is in a class by itself. The authors give a masterly 
summary of every aspect of the problem, pathological, medical, 
and surgical, together with an excellent bibliography. This is 
worthy of publication as a separate monograph and it will be 
read with interest by all chest specialists. Other chapters deal 
adequately with the differential diagnosis of thoracic tumours 
and lesions of the anterior mediastinum, the surgery of carci- 
noma of the oesophagus and acute, putrid lung abscess. The 
accounts of anaesthesia for thoracic surgery and of broncho- 
scopy are too slight to be of any value. The diagnosis and 
management of empyema are completely neglected, although 
this is a subject of vital importance to the general practitioner. 
‘In short, this book contains a number of summaries which 
will interest the specialist, but it will have little appeal to those 
for whom it is said to be designed. 


DISTURBANCES OF SPEECH AND VOLUNTARY 
ACTION 

Agnosia, Apraxia, Aphasia. Their value in Cerebral Localiza- 

tion. Second edition. By J. M. Nielsen, M.D., F.A.C.P., 

Associate Clinical Professor of Medicine (Neurology), Universit 

of Southern California. (Pp. 292; 59 illustrations. $5.00. 

New York: Paul B. Hoeber. 
This book is much more than a new edition of its predecessor. 
In it Dr. Nielson has presented the evidence upon which he 
has based his published statements on the functions of speech 
and voluntary action, and the disturbance of these functions 
in disease. Over half the text is devoted to the evidence— 
much of it tedious but most of it necessary. The ugly nomen- 
clature, abounding with adjectives, which has come to surround 
this subject makes very difficult reading, although Dr. Nielson 
has done his best to achieve uniformity. He has presented a 
new nomenclature based on the anatomy and physiology of 
speech and behaviour, and has found it necessary to devote 
over 30 concise pages to the presentation of this new termin- 
ology. The loss of such terms as “verbal deafness” for 
“auditory agnosia and auditory semantic aphasia,” and the 
substitution of “agnosia subcortical angular, verbal” for 
“‘ agnosia, subcortical, visual, verbal” leaves us confused, and 
when we reach the 87th and last definition, which states that 
“ irreminiscence, visual, verbal, temporal,” is “ loss of ability to 
revisualize words due to a lesion of the temporal lobe,” we are 
incapable of more. The early short chapters give a useful out- 
line of the subject; the later ones will only attract the most 
senior students of symbolism and speech. 


The FitzPatrick Lectures before the Royal College of Physicians 
of London were to be delivered in 1939 by ARCHIBALD MALLOCH, 
M.D. (McGill) and Fellow of the Royal College. Owing to the 
outbreak of war the actual reading of the lectures never took place; 
but Dr. Malloch has now placed medical historians and the College 
in his debt by publishing an enlarged version under the title of 
’ Medical Interchange between the British Isles and America before 
1801. In this monograph is included a vast store of information 
about the early pioneers of medicine and surgery in the American 
and Canadian colonies, and about occasional cases where the com- 
pliment was returned. The labour involved in this task has obviously 
been enormous, but the spirit in which it has been carried out 
clearly shows it to have been a labour of love. How many people, 
one wonders, know that the introduction of the monkey puzzle 
tree into England (from Chile) was the work of Dr. Archibald 
Menzies, surgeon to Vancouver’s expedition? or that Thomas Dover 
(of Pulv. Ipecac. Co.) went buccanecering as a captain under a 
Sir John Hawkins with William Dampier for his pilot, and rescued 
Alexander Selkirk from Juan Fernandez? or that Dr. Arthur Lee, 
of Virginia, met Samuel Johnson in London and wrote home a 
most exact description of the Great Panjandrum? Such and many 
more queer and curious items the reader will find in this mine of 
recondite information about some hundreds of old-time medical 


men. 


BOOKS RECEIVED 
[Review is not precluded by notice here of books recently received} 


Renal Diseases. By E. T. Bell, M.D. (Pp. 434. 35s. A 
Henry Kimpton. 1946. 
A monograph co-ordinating 25 years’ study of renal diseases 
Includes discussions on toxaemia of pregnancy, renal lesions in 
diabetes, and relation of hypertension to the kidneys. 


The Eternal Child. By Evelyn White, A.A. (Pp. 79, 6s.) 
London: Chapman and Hall. 1946. . ; 


Describes the work of the children’s almoner. Intended to instruc; - 


almoner students, house-men, and general practitioners. 


A Prelude to Modern Science. By C. Singer and C. Rabin 
(Pp. 144. 45s.) Cambridge: The University Press (for the Wellcome 
Historical Medical Museum). 1946. 

A discussion of. the history and sources of Vesalius’s Tabulac 
Anatomicae Sex, with a translation and many illustrations. 


By I. Mann, M.A., D.Sc., M.B., BS, 
and (Pp. 220. 1s.) London: Penguin Books. 


An account for the layman of the physiology of vision. Contains ; 
chapter on the blind and how they may be taught. 


Old People. (Pp. 202. 3s. 6d.) London: Oxford University Press 

(Geoffrey Cumberlege). 1947. 

A report on the individual social and medical problems of old 

age and on the work for their care and comfort by public authoritie< 

organizations, with suggestions for action. 
ustrated. 


Etudes sur les Piroplasmoses Bovines. By Edmond Sergeni, 
A. Donatien, L. Parrot. (Pp. 816. No price). Algiers: Institut 
Pasteur D’Algérie. 1945. 

An investigation into the diseases of cattle caused by Piroplasmy 
bigeminum, the Babesiellae, the Theileriae, and the Anaplasmae. 


The Science of oe 


By E. Braun-Menéndez, et al. Translated 


Renal Hypertension. 
$6.75.) Springfield, Illinois: 


by Lewis Dexter, M.D. (Pp. 451. 
Charles C. Thomas. 1946. 

A monograph from the Institute of Physiology, Buenos Aires. 
Extensive bibliography. The differences between human and experi- 
mental renal hypertension are stressed. . 

_ Surgery. By various contributors. Editor: T. L. Spivach. 
M.D. (Pp. 714. $10.50.) Springfield, Illinois: Charles C. Thomas 
1946 


The subjects covered include shock and haemorrhage, blood trans- 
fusion, anaesthesia, as well as the usual abdominal catastrophes. 


Women and Children First. By V.H. Wallace, M.D. (Pp. 341. 
15s.) Melbourne: Oxford University Press (Geoffrey Cumberlege). 
1946. 

An investigation into factors affecting the birth rate in Australia, 
the effect of abortion, economic measures, and sterility. The 
immigration policy relating to coloured races is also considered. 


Whither Medicine: from ea to Science? By Antony 
Fidler, M.D. (Pp. 115.. 6s.) inburgh: Thomas Nelson and 
Sons. 1946. 

The author criticizes the materialist theory implied in medical 
science, and outlines an alternative scheme which he calls “ the 
medicine of probability.” 


Microbiology and Pathology for Nurses. By M. A. Morse, 
M.D., Marun Frobisher Jr., $.B., Sc.D., and C. B. Rabin, M.D. 
Second edition. (Pp. 758. 17s. 6d.) London: W. B. Saunders. 
1946. 

An introduction to the principles of bacteriology, hygiene, and 
pathology for nurses. Many illustrations. 


Fundamentals of Chemistry. By L. Jean Bogert. Sixth edition. 
(Pp. 571. 15s.) London: W. B. Saunders. 1946. 

An introduction to inorganic and organic chemistry for students. 
The author stresses the fundamental laws of chemistry rather than 
the details of reactions. Biochemistry is included. 


Laboratory Manual of Chemistry. By L. Jean Bogert. Fifth 
edition. (Pp. 196. 5s.) London: W. B. Saunders. 1946. 

A description of simple laboratory experiments for students. 
Designed to supplement the same author’s Fundamentals of 
Chemistry. 
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TOWARDS DISCUSSION 


A Special Representative Meeting was held on Tuesday of 
this week at B.M.A. House to consider the resolution of 
Council which was passed at its meeting on Jan. 15 in 
response to the letter of the Minister of Health to the three 
Presidents of the Royal Colleges. Before this, it may be 
recalled, the Council, on the basis of the plebiscite returns, 
had passed a resolution recommending thé Representative 
Body not to enter into negotiations with the Minister on 
the Regulations of the National Health Service Act. After 
a long discussion of various amendments the Representa- 
tive Meeting passed by 252 votes to 17 the Council’s 
resolution, as follows : 

That the British Medical Association, having considered the 
final results of the plebiscite and the Minister’s letter of Jan. 6 
‘to the Presidents of the Royal Colleges, and desiring to secure 
for the people the best possible Health Service, is willing that 
discussions be entered into with the Minister to that end, pro- 
vided that such discussions are comprehensive in their scope, 
and that the possibility that they may lead to further legislation 
is not excluded ; and that after the conclusion of these discus- 
sions a second plebiscite of the profession be taken on the issue 
of entering the Service. 


Mr. Bevan’s letter was correctly interpreted as a concilia- 
tory gesture. The Council showed its wisdom in responding 
in the same manner without abandoning the principles for 
which it and the profession stand. It therefore recom- 
mended the Representative Body to enter into discussions 
with the Minister, “ provided that such discussions are com- 
prehensive in théir scope and that the possibility that they 
may lead to further legislation is not excluded.” There is 
ao point in reiterating here what the fears and the objec-. 
tions of the profession are. The Minister of Health and the 
public generally do not seem to us yet fully to have under- 
stood the reasons why so many thoughtful members of the 
medical profession criticize the present Act and are appre- 
hensive because of its implications. What these criticisms 
and fears are was set forth in the closely reasoned article 
by Mr. Reginald Payne which was published in the Journal 
of Jan. 18. That this article has struck a ready response 
in the minds of many thoughtful doctors is clear from the 
letters reaching the Journal. 

The report of the Special Representative Meeting is 
published in the opening pages of this week’s Supplement. 
The report was received shortly before going to press, 


_and comment on it in detail is therefore not possible. 


[t is, however, clear that the representatives, coming 
from all parts of the country to give voice to the views 
of the doctors in their divisions and branches, were 


fully seized of the gravity of the present position, fully deter- - 


mined not to yield on principle, and quite clear about what is 
meant by the endorsement of the Council’s recommendation 
to enter into discussions with the Minister. If Mr. Bevan 
rejects the Association's offer then a complete deadlock will 
be reached. This would be a state of affairs which neither 
he nor the profession nor the public would welcome. If - 
we are to be just, we must as a profession recognize the 
fact that Mr. Bevan has already made compromises which. 
are not wholly acceptable to his own Party. We must 
recognize, too, that if the Minister agrees to include 
clauses of the Act in the scope of further discussions 
he will probably have to face opposition from his own 
side of the House of Commons. Nevertheless, this is 
what the profession is asking him to do and asking the 
public, through Parliament, to do. This request comes 
from men who are proud to call themselves workers and 
who at the moment differ from many other groups of 
workers in this country in not asking for restricted hours 
of work at a time when necessity demands the highest 
output of labour, mental and physical, so that the fruits 
of victory shall not be bitter. We therefore appeal to 
the Minister of Health to show high political courage by 
accepting with all its implications the invitation now 
extended to him by the Representative Body as the 
mouthpiece of more than three-quarters of the doctors of 
this country. 


OUR WANING INTELLIGENCE 
The distant prospect of a “ galloping plunge to intellectua! 
bankruptcy ” has prompted the Eugenics Society to publish 
an “occasional paper” by Sir Cyril Burt on intelligence 
and fertility. In this admirable booklet are set out the 
experimental results which strongly suggest the possibility 


that, if present population trends continue, this country 


faces a progressive decline in the level of our national 
intelligence. 

The basic facts are clear. The results of intelligence tests 
which purport to measure the standard of mental ability 
show a negative correlation (r= —0.20) between the intelli- 
gence quotient of a child and the size of the family to 


-which he belongs. This means that members of larger 


families have on tbe average lower test scores ; conversely. 
only children tend on the whole to do better in these tests 
than those from larger families. The precise nature of the . 
quality of the mind measured by the tests applied by educa- 
tional psychologists is still not clearly defined, but there 
seems to be some general factor of cognitive ability which 
is tapped by all well-constructed tests of intellectual skill. 
Whatever its precise nature, there is ample evidence that 
intellectual ability of this type is heritable from parent to 
child. The correlations between test results in members 
of the same family are similar to those for height and © 
weight. Between identical twins the correlation coefficient 
r= +0.86; between siblings r= +0.50. In fact about 
75-80% of the variability in intelligence quotient between 
individuals can be explained by heritable factors. Further, 


1 The Eugenics Society and Hamish Hamilton Medical Books, 1947. 
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there is no reason to suppose that high intellectual endow- 
ment in this sense and specialized skills or desirable social 
virtues are mutually exclusive in the same person. Distin- 
guished musicians and artists, talented in the fields of 
imagination and manipulative technique, are seldom sub- 
normal in general intellectual ability. As might be expected 
from all this, the children of the professional classes are 
found to be on the average (but only on the average) more 
intelligent in this sense than the children of, say, unskilled 
labourers. In other words, since like breeds its intellectual 
like, the maintenance of a steady level of the national intel- 
ligence depends upon the more intelligent parents contri- 
buting enough to the next generation to balance the quota 
added by parents at the other end of the intellectual scale. 
This is the crux of the matter, and the serious potentialities 
of present trends are seen in a comparison of the fertility 
rates in the different social and intellectual groups in the 
population. It is evident enough that at the present moment 
professional families have a net reproduction rate well 
below that of the working classes. To some extent the 
negative correlation between intelligence quotient and size 
of family in a heterogeneous sample from all social classes 
may be due to the higher average endowment of the small 
professional families. But. there is more to it than that. 
The same negative association is seen even in a socially 
homogeneous group like the Yorkshire miners.* This 
implies that it is the more intelligent parents in every social 
class who tend to have smaller families. The existence of 
such a trend in the more numerous working class is the 
most ominous portent of all. 

What then are the social and national implications of 
these findings? Prognostication in population statistics 
is notoriously difficult. Much depends on the continued 
presence of those factors which make for relative infer- 
tility—for example, in the professional classes, late mar- 
riage, lack of domestic help, anxiety about educational 
commitments. If, however, the stability of present ten- 
dencies be assumed a statistically legitimate forecast of 
the trend in the average level of intelligence can be made 
from the results of a sample survey of children in the 
present generation. There is more than one method of 
arithmetical approach,? but the results are essentially the 
same : a maintenance of the present drift will result in a 
drop of nearly two points on the Binet I1.Q. scale between 
the average of one generation and the next. In a child‘of 
15 a difference of four months in mental age, such as this 
drop would entail, would hardly be appreciable. But if 


'. we consider the extremes and not the average of the fre- 


quency distribution along the I.Q. scale a continuation of 
present trends will result, after a period of fifty years, in 
a halving of the proportion of scholarship-standard students 
in our schools and a doubling in the incidence of feeble- 
mindedness. 

These dire prophecies are of course largely based on in- 
direct evidence, of a type which appeals more to the arith- 
metician than to the administrator. Yet such direct com- 
parisons as have been made between intelligence tests 
repeated in successive generations have tended to support 


the general argument. These surveys may be criticized 
on social grounds. Burt points out how his own finding 
among London children of a drop of 0.87 in the measuring 
scale in twenty years, which is equivalent to 1.3 points in 
a generation, may be explained in part by the migration of 
whe better stocks and extensive resettlement. Similarly, the 
rise in the incidence of mental deficiency from 4.6 per 
thousand to 8 per thousand between 1904-7 and 1925 
reported by the Joint Committee on Mental Deficiency* 
in 1929 was thought by their medical investigator, E. O. 
Lewis, to be partly due to better methods of assessment and 
a reduction in mortality through better care. Burt dis- 
counts the possibility that the observed slight diminution 
of intelligence between earlier and later arrivals in a family 
explains the association between intelligence and size of 
family. At the recent meeting of the Eugenics Society 
(reported elsewhere in this issue) Prof. Penrose made some 
more soothing comments on the possibility of restitution 
factors beyond our present ken which tend to maintain 
the stability of the intellectual mean like other statistical 
averages such as stature. He pointed out the results of 
studies among Toronto children, where stature had pre- 
viously been shown to be negatively correlated with family 
size—i.e., families large in number tended to be small in 
average height; yet a survey, made a generation later, 
showed an increase in mean stature : nutritional improve- 
ment in the last few decades has no doubt had its effect. 
If the analogy be extended to intelligence it seems less safe 
to assume that improvements in the cultural and educa- 
tional backgrounds will entirely compensate for the 
threatened fall in intellectual standards. Indeed, home 
environment at present accounts for perhaps less than 20% 
of the variability in test results. It is true that there 
are still untapped reservoirs of intellectual ability among 
poorer families, and we must hope that the educational 
facilities offered by the new Act will ensure opportunities 
for gifted children irrespective of social class. But as 
Sir Alexander Carr-Saunders said in this context, it is 
little consolation for the inhabitants of an island whose 
shores are being rapidly eroded by the sea to know that 
they still have some untilled fields. 

In Burt’s words, “as a nation we should know our 
resources in mind-power as accurately as we do in man- 
power, iron, and coal,” and it is clearly essential to know 
not only our present assets but also the direction of the 
trend in our national intelligence. To do that will need 
large-scale direct comparisons between the results of intelli- 
gence tests of children of one generation and the next. 
Some studies on these lines are already under way; the 
first very tentative results obtained are certainly not very 
reassuring. The problem demands for its solution what 
was pressed for by every speaker at the Eugenics Society 
meeting—an intensive, large-scale study undertaken by 
a team drawn from psychologists and psychiatrists. 
sociologists, and statisticians. The subject is one which 
engenders considerable emotion, and an accurate and 
objective assessment of the facts will need the combined 
endeavour of men trained in all the social sciences. 


2 Thomson, Godfrey: “The Trend of National Intelligence.” Eugen. Rev., 
1946, 38, 9. . 


8 Joint Committee on Mental Deficiency Report, Part Il, Chap. 2, pp. 37 f. 
and Appendix B. 
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= 
haemorrhages, early thromboses, degeneration of ganglion’ 
INFANTILE GASTRO-ENTERITIS A VIRUS cells, glial proliferation, and in one instance extensive peri- 


INFECTION 


fhe idea that viruses play a part in the aetiology of certain 
outbreaks of acute gastro-enteritis of infants is by no means 
new, for it was investigated nearly twenty-five years ago 
at the Sick Children’s Hospital, Great Ormond Street, by 
a-small team of workers under Dr. Mervyn Gordon. For 
lack of clinical material no definite conclusions were then 
reached. Some evidence has since been brought forward 
from America that a virus may be responsible for cases 
of acute gastro-enteritis in infants. More suggestive 
evidence that infantile gastro-enteritis is merely a symp- 
tom of a generalized virus infection has, however, recently 
been given by Christen and Biering-Sérensen.’ Since 
December, 1943, they have been able to investigate some 
500 cases of a particularly virulent form of gastro-enteritis 
which have occurred in paediatric wards and in asylums in 
Copenhagen. The disease is characterized by its great 
infectivity for infants under 3 months, premature and 
debilitated children being especially liable, while no certain 
case has been observed in children older than 9 months. 
In several instances the outbreaks have been explosive in 
character, all the inmates in a children’s home having 
acquired the infection within a week. The incubation 
period is short, usually from 3 to 5 days. The mortality 
has been high, and often over 50% of those affected have 
succumbed. At necropsy the main finding has been fatty 
degeneration of the liver, associated with a terminal bron- 
chitis or bronchopneumonia. Unfortunately no attempts 
seem to have been made to transmit the disease to animals, 
but in 32 fatal cases the central nervous system was care- 
fully examined. In 21 of the fatal cases the cerebrospinal 
fluid was also investigated. While the protein content was 
invariably within normal limits in all, in 14 children 
an excess of round cells was present. Cultures from the 
cerebrospinal fluid and brain were all bacteriologically 
sterile. 

Histological examination of the brain showed that in 
8 cases there was well-marked meningo-encephalitis, in 
18 cases there was meningitis without any inflammatory 
changes in the brain, while in 6 children congestion and 
oedema of the brain were noted. In those cases which 
showed meningo-encephalitis, in addition to perivascular 
infiltration, degenerative changes with neuronophagia were 
seen in ganglion cells, especially round the floors of the 
third and fourth ventricles and to a less extent in the cortex. 
In one case the leucocytic infiltration was so pronounced 
that in the hypothalamic region it caused large perivascular 
nodules. Small perivascular haemorrhages were present in 
all cases examined, whether the associated lesions were 
those of meningo-encephalitis, meningitis, or merely 
oedema. No perivascular demyelinization was noted. 
Good photomicrographs illustrate the lesions found. The 
most extensive meningo-encephalitic changes were present 
in the youngest age group, whose average age at onset was 
1.4 months, with extremes of from 3 weeks to 2 months. 
Meningitis or hyperaemia and oedema were found in 
groups averaging 7 and 5 months. 

In searching for previous accounts of brain lesions in 
association with acute infantile gastro-enteritis it may be 
noted that a number of observers have recorded changes 
in the central nervous system. The earliest account of 
cerebral lesions in association with an epidemic of infantile 
gastro-enteritis is by Duzar and Balo.? In 7 children 
they found in the brain oedema, congestion, petechial 


1 Acta path. microbiol. scand., 1 395. 
3 Jhrb. Finderheilk.., 1922, 99, 209” 


vascular infiltration extending from the region of the cor- 
pora quadrigemina to the medulla oblongata. In 1926 
Ribadeau-Dumas and Debray* described “ haemorrhagic 
meningo-encephalitis ” in the brains of infants with severe 
gastro-enteritis, but as round-celled infiltration was absent 
it is doubtful whether the lesions can really be termed 
encephalitic. In sporadic infantile gastro-enteritis Eckstein‘ 
described three children with encephalitis, of whom onl) 
one was an infant. Goldzieher® reported three cases in 
infants, Schiff* one case, while Schaferstein and his col- 
laborators’ carried out 9 necropsies in one year and found 
encephalitis in three. More recently Lyon and Folsom,’ 
during an outbreak of epidemic diarrhoea of the newborn. 
recorded oedema, haemorrhages, and perivascular round- 
cell infiltration in the brain substance in two infants. 

There is thus considerable evidence that in both sporadic 
and epidemic cases of infantile gastro-enteritis the changes 
found in the brain are those characteristic of an infection 
due to a virus with neurotropic potentialities. 


TWO ASPECTS OF MENINGITIS 


The prevention and treatment of meningitis are the themes 
of two papers in this issue of the Journal. On page 179 
C. A. Vuylsteke, of Louvain, contributes observations op 
an entirely preventable meningeal infection of which four 
cases have come under his care. The history of its study 
may not yet be quite familiar. It goes back to the earliest 
days of spinal anaesthesia, since when a small proportion 
of patients given spinal anaesthetics have subsequently 
developed signs of meningitis, with pleocytosis and increase 
of albumin in the cerebrospinal fluid, but usually without 
evidence of bacterial infection as revealed by conventional) 
culture. This was generally regarded as a response to the 
anaesthetic substance itself, and consequently described as 
“aseptic” or “chemical” meningitis. Whether such a 
condition really occurs is disputable, but it is now wel) 
recognized that a similar spinal meningitis may follow 
lumbar puncture alone without the injection of any solu- 
tion, and that both these and at least most if not all of the 
post-anaesthetic cases are infective. The organism cop- 
cerned is almost always a Gram-negative bacillus, eithe: 
Ps. pyocyanea or a nondescript Achromobacterium of the 
sort commonly found in unsterile water. Supposedly 
sterile water obtained from a defective theatre filter was 
the undoubted source of the organism in the Sheffield 
series of cases, the reports on which by Barrie® and by 
Smith and Smith! did more perhaps than any other con- 
tribution to this subject to clarify it. Subsequent writers, 
whose work is referred to by Vuylsteke, have accepted the 
view that the rinsing or “ dishing-up” of lumbar puncture 
needles, syringes, or other apparatus used for lumbar punc- 
ture or spinal anaesthesia in distilled water is an exceed- 
ingly dangerous practice unless the water is autoclaved 
and from a previously unopened properly sealed bottle. 
The common assumption that water is necessarily sterile 
because it is distilled is completely false. It is certainly 
far better to eliminate the use of such fluids altogether, 
and it is imperative that all apparatus used should be 
efficiently heat-sterilized. This includes the manometer if 


23, 
4 Erg. inn. Med. Kinderheilk., 


Kinderhe tk, 
7Ibid., 1933, 138, 95 ; 

8 Amer. J. Dis. Child., 1941, 61, 427. 
9 Lancet, 1941, 1, 242. 

10 Ibid., 1941, 2, 783. 
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TWO ASPECTS OF MENINGITIS 


British 
Journat 


this should be used in connexion with diagnostic lumbar 
puncture ; it is the passage of cerebrospinal fluid into and 
back from this tube which probably often accounts for 
meningitis of this type following lumbar puncture alone. 
[It only remains to add that the failure to demonstrate 
organisms in cerebrospinal fluid from these cases may 
often have been due to the inappropriateness of ordinary 
methods of cultivation. These organisms grow best in very 
simple media and at a temperature below that of the body. 
In each of Vuylsteke’s patients a Pseudomonas was con- 
cerned, pyocyanea in one, and the rare and unfamiliar 
melanogenes in the remaining three. Intensive sulphonamide 
treatment produced the only recovery. When available in 
the future streptomycin will have to be considered as an 
alternative or in addition. Penicillin is useless for this 
type of infection. 

There is some evidence that Ps. pyocyanea meningitis has 
occasionally been produced by intrathecal instillation of 
penicillin. The introduction of any fluid into the theca 
is a proceeding calling for the strictest of all asepsis, and 
the extensive lavage recommended for the treatment of 
meningitis by J. A. Nissim in his paper on page 176 is 
certainly no exception to this. Nissim contends that the 
two-needle method, whereby fluid is passed from, for 
example, the cisterna magna to the lumbar region, is less 
effective for clearing away purulent exudate than repeated 
flooding and withdrawal through a lumbar needle. By 
doing cell-counts on the products of these repeated wash- 
outs he has been able to calculate the equivalent in terms 
of the original fluid of the pus so removed, and it amounts 
to a large volume. It is also of much interest that the final 
instillation after such wash-outs, apparently owing to an 
osmotic effect, is followed by a fall of pressure. These 
facts, and the encouraging results in the eight cases treated, 
should certainly ensure that the method be given a wider 
trial. Obstruction by the accumulation of thick exudate 
is the main cause of failure in the treatment of purulent 
meningitis even when effective chemotherapeutic agents are 
available, and this appears to be a promising method of 


obviating it. 


FOOD IN GERMANY 


‘ All recent reports from the British Zone in Germany 


emphasize the mounting despair and hostility felt by 
that underfed, ill-clad, embittered population towards the 
British. Resentment flourishes-and is watered by the tears 
of self-pity that the Germans so easily shed ; criticism of 
the British has greatly increased recently in cellars, on 
public platforms, and even in the German Press. One 
might say that the breaking-point is being approached were 
it not that there is nothing left unbroken. A recent nutri- 
tion survey carried out by a combined British, United 
States, and French committee reports that “ while part of 
the population of the cities of the three Zones of Western 
Germany is in a fairly good nutritional state, a significantly 
large proportion is in an unsatisfactory condition, and of 
those an increasing number show signs of severe under- 
nutrition.” The purpose of the survey was to compare the 
nutritional state with that existing in August, 1946, to esti- 
mate the effect of the authorized ration allowances on the 
state of nutrition, to assess the quantity and effect of avail- 
able unrationed food consumed in the three Zones, and to 
determine the extent to which available food is allotted in 
accordance with nutritional requirements. We append a 
table of the calorie value of the official daily ration scales 
current in November, 1946. 

In August, 1945, this committee expressed their opinion 
that the minimum food allowance which could safely be 


issued if malnutrition was to be avoided was the equivalem 
of 2,000 calories daily. This has often not been obtainable 
and the weights of German adults ate now significantly 
lower than they were a year ago. Hunger oedema, though 
mild, has increased, and cases are occurring in younger 
age-groups than formerly. The only group relatively un. 
affected by the food shortage is that of children under 7 
partly because their ration approximates more closely to 
their requirements than does that of other groups, partly 


Calorie Value of the Official Ration Scales Current in November, 1940 


Category Calories 

Normal consumers... 1.887. 
Children under 1 oe 1,138 
” ee 1,211 
1,507 
gnant and lactating women BC 

era’ vy 2,035 
eavy 2,513 
Very heavy 2,883 
Surface 3,274 
3,966 


because their mothers share their own rations with them 
The committee recognized that the 2,000 calories recom. 


‘mended would not immediately be available, and they sei 


the figure of 1,550 calories as the lowest at which life could 


be maintained. Experience during the last year has proved 


that this recommendation was fairly correct ; nevertheless, 
the provision of 1,550 calorics is not in itself sufficient, and 
severe malnutrition has been avoided only by recourse to 
unrationed foods and the black market. It was found that 
this basic ration, when supplied to prisoners, whose physio- 
logical needs are probably less than those of men leading 
a free life, was insufficient to prevent the effects of starva- 
tion, and it is necessary to allow men in gaol to receive food 
parcels from outside. The seriousness of the present posi- 
tion.is in part due to the depletion of goods suitable for 
bartering on the black market. 

The ration of underground coal miners provides approxi- 
mately 4,000 calories, but, though this is theoretically suff- 
cient and though they have opportunities for bartering coal, 
malnutrition has not been prevented. The miner is par 
of ‘a family group, and much of his ration goes into the 
family pool—a fact borne out by experience in the French 
Zone, where the provision of additional food for miners 
families has resulted in improved nutrition in the miners 
and an increased output of coal. The population as 3 
whole is remarkably free from the observable effects of 
vitamin deficiency diseases, and the unsatisfactory state of 
nutrition is due almost entirely to lack of calories and asso- 
ciated protein, with consequent loss of body weight, weak- 
ness, and ready fatigue as the commonest manifestations. 
The committee recommends that, in addition to increasing 
the ration scales, school-feeding programmes should be 
extended to include all children, that the British authorities 
consider giving more food to the families of coal miners, 
that calcium carbonate be added to flour in the proportion 
of 1 part in 280, and that, in view of confusion over the 
computation of calories, a uniform scale be implemented 
as soon as possible. ‘ 


Sir James Walton will deliver the Hunterian Oration op 
“ Hunterian Ideals To-day” before the Royal College of 
Surgeons of England (Lincoln’s Inn Fields, W.C.) op 
Friday, Feb. 14, at 5 p.m. Fellows and Members of the 


College are invited to attend. vA 
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 siR THOMAS MORE AS HEALTH REFORMER 


gm ArTHUR MacNatty, in a Chadwick Lecture given on 
Oct. 8 at the Royal Society of Tropical Medicine and Hygiene, 
gid that Sir Thomas More was a great forerunner of Edwin 
Chadwick in public health reform. Renowned as saint and 
martyr, he was an eloquent orator, an eminent statesman and 
* iegislator, Speaker of the House of Commons, royal ambas- 
sador and Lord Chancellor, a master of English prose, and a 

scholar. These great gifts united in one man had 
obscured his teaching and work in public health and social 
medicine. 

Thomas More (1478-1535), son of Sir John More and Agnes 
Grainger, was educated at a City school, and brought up in the 
household of Thomas Morton, Archbishop of Canterbury and Lord 

ior. He was an undergraduate at Canterbury Hall, Oxford, 
where he came under the influence of the humanists, Linacre and 
Grocyn. In 1496 he became a member of Lincoln’s Inn, and was 
called to the Outer Bar in 1501. He met Erasmus in 1499, the 
beginning of a lifelong friendship. Thomas More learned much from 
Linacre, and his teaching led him to become a pioneer in public 
health administration. Reference was made by the lecturer to 
More’s interest in medicine, as exemplified in his writings, and to 
his friendship with physicians, notably John Clement. In 1510 More 
was appointed one of the Under-Sheriffs of the City of London, 
which gave him opportunity to advise the Corporation on sanitary 
reform. This interest in public health was further shown by his 
appointment in 1514 as one of the Commissioners of Sewers along 
Thames Bank between East Greenwich and Lambeth. He worked 
for the improvement of England’s water supplies, and refers to 
London’s water supply in Utopia. 

Utopia was partly written at Antwerp when More was ambassador 
to the Archduke Charles, afterwards Charles V, in 1515, and was 
completed in England. Utopia is the imaginary Commonwealth of 
the Renaissance idealists. It advocates many social reforms; in 
addition it devises a most complete system of health reform which 
was greatly in advance of his time, and in some respects in advance 
of our own time. Illustrations were given by Sir Arthur MacNalty 
of More’s interest in the sick, infirm, aged, and destitute. He-hired 
a house in Chelsea for infirm, poor, and old people, and maintained 
them at his own expense. In 1518 both plague and sweating sick- 
ness were rife in Oxford. King Henry VIII appointed More to 
supervise the health measures to be taken. He controlled the ‘out- 
break by notification and segregation, and the first plague order, 
issued in 1545, codified his previous regulations and instructions. It 
contains the germs of all subsequent preventive practice. vw 

More was an advocate of hospital reform, which he outlines in 
Utopia. In his Supplication of Souls in Purgatory (1529) he opposed. 
the folly of abolishing the English hospitals. Henry VIII ignosed 
More’s advice, and the “‘ Five Royal Hospitals” of London were 
only preserved by the action of the City-Corporation. More suc- 
ceeded Wolsey as Lord Chancellor, but resigned in 1532, as he 
disagreed with the King’s ecclesiastical policy. In 1534 he was 
imprisoned in the Tower, indicted for high treason in 1535, found 
guilty on perjured evidence, and executed on Tower Hill—* the 
blackest crime ever in England under the form of law.” 


BERNARD (1813-78): PASTEUR (1822-95) 


Claude Bernard ou l’ Aventure Millet. 
Illustrations by G. Bourdier. (Pp. 312; trated.) Paris: 
Les Editions de la Nouvelle France. 

Pasteur. By Henri Mondor. (Pp. 189; illustrated.) Paris: 
Editions Corréa et Cie. 

During the nineteenth century France was fortunate in having 
such outstanding, able scientists as these men, whose brains 
Were pregnant with original speculations and who were making 
discoveries on correlated lines of thought. They encouraged 
each other. Thus, in 1867, Louis Pasteur wrote to Claude 
Bernard: “I have felt such a lively and true satisfaction about 
your work that my admiration is confirmed and increases to 
such. an extent that I cannot resist the desire to write my 
impressions. In seeing so much enduring progress unrolled 
before my eyes, with such certainty of method, I feel the sacred 
fire of science burning within my heart.” To this Bernard 
teplied that such praise from Pasteur, a savant, who was such 
a leading experimentalist in science, made him proud and 
happy. What physiology owes to Bernard, pathology and 
bacteriology owe to Pasteur. ; 


The life of Claude Bernard was written in 1899 and there 
have been several biographies. of Pasteur. A lively interest in 
them is maintained in France, as shown by these two books, 
both of which have a popular aspect while paying much atten- 
tion to the physiological and biological epochs through which 
Bernard and Pasteur led their country in each instance in spite 
of much opposition. 

Claude Bernard made valuable researches on secretions of 
the alimentary canal, the pancreatic juice, and kindred subjects. 
His Lessons in Experimental Physiology Applied to Medicine 
(1855-66) is still a standard work. In the early stages of 
Bernard’s career, while still working as a writer of dramatic 
plays, he was fortunate to come under the influence of Prof. 
Francois Magendie, a leading French physiologist and member 
of the Academy of Sciences. Magendie told his young student 
to found all his knowledge on experiments and not to believe 
in theories but only in facts. M. Millet’s memoir of Bernard 
is a study of an acute mind and how it evolved many valuable 
deductions from practical observations. The author traces the 
steps of Bernard’s laboratory experiments, showing how he did 
not cease to develop his hypotheses till they had become certi- 
tudes. Bernard and Pasteur followed the same rules of work— 
keen observations, closely reasoned experiments, and clear con- 
clusiofts from brilliantly conceived premises. 

Dr. Henri Mondor’s Pasteur is a review of the savant’s life. 
He describes the various steps in research made by Pasteur, 
beginning with isomerism and the discovery of the’ left-hand 
tartrates, which made him the leading chemist of his time. 
Soon afterwards he was made professor of physiology at Dijon 
and published his famous Treatise on Lactic Fermentation. 
Using Lister’s aseptic and antiseptic methods, he turned his 
attention to the study of infectious diseases, isolating and culti- 
vating bacilli by immunization. In 1882 he first cured hydro- 
phobia by inoculation with an attenuated virus ; he could not 
isolate the organism, though he was successful in locating its 
position in the nerve centres. In the latter pages of his book 
Dr. Mondor tells of the quarrel Pasteur had with Liebig over 
the role of yeast in alcoholic fermentation. Throughout his 
life Pasteur had to combat a crowd of sceptics and adversaries, 
but his end was crowned with universal acclamation in the 
opening of the Pasteur Institute in 1888 as a world centre for 
the cure and prevention of disease. 

The importance of these two: men of science, and the clarity 
of expression used in depicting their work and lives, make 
these books on Bernard and Pasteur more than ordinarily 
instructive and pleasant to read. 


Garrison characterized PrerrE FAUCHARD’s Le Chirurgien Dentiste 
(1728) as one of the three most important books in the history of 
dentistry; and Mrs. Litian Linpsay has now put all English- 
speaking members of her profession under a debt by translating 
the second edition (1746) with the title The Surgeon Dentist or 
Treatise on the Teeth. That edition gave the first account of 
pyorrhoea alveolaris, and Fauchard was also the first to employ 
orthodontic procedure in the treatment of malocclusion. Mrs. 
Lindsay’s version, published by Butterworth and Co., Ltd., at £2 2s., 
appears as a sumptuous volume. It is printed in this form as a tribute — 
to her from the British Dental Association in commemoration of 
fifty years’ membership of that body and of her devoted work as 
honorary librarian (1920 to 1946); it is adorned with reproductions 
of a portrait of Fauchard and of the original plates which accom- 
panied the two volumes of the second edition. Recalling that this 
book has held the first position among dental literature for over 
two centuries and that its author has been acclaimed as “ the father 
of dentistry ” for almost as long a period, she comes to the con- 
clusion that Fauchard either coined or was the first to use the 
term “ chirurgien dentiste.” At the date of the second edition he had 
become the leading dentist in Paris; the manuscript of his book was 
discovered by Dr. George Viau in 1892 in the library of the Faculty 
of Medicine in Paris. ‘* One of the most valuable parts of this work, 
the case records with Fauchard’s reflections upon them, give the 
reader an insight into his movements and his method of practice as 
well as the standard of the practice of dentistry accepted at the 
time.” This is the first time the entire text has been translated into 
our language, and Mrs. Lindsay’s endeavour throughow her pious 
task has been to preserve as much as possible the style of the 
original. Fauchard emerges to the reader of these pages as a man 
of the highest character; inventive, disinterested, and resourceful; 
dedicating himself to the advancement of dental knowledge and 
craftsmanship. £3 
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INTELLIGENCE AND FERTILITY 
EUGENICS SOCIETY SYMPOSIUM 


A meeting of the Eugenics Society was held in the Royal 
Society’s rooms on Jan. 21, with Lord Horper in the chair, to 
discuss the relation of intelligence to fertility. 

Sir ALEXANDER CaRR-SAUNDERS, who opened, said that at 
the time the Eugenics Society was founded by Galton nothing 
was understood about the mechanism of intelligence. It was 
suspected that there was differential fertility and that social 
groups with varying reproduction rates were differently 
endowed, but it was largely guesswork. That phase of 
guesswork had now passed. The evidence which pointed to 
a decline in national intelligence rested on two series of observa- 
tions. The first was that all social groups did not make equal 
contributions to future generations and that differential fertility 
rates existed within and between social groups. The second 
was that different social groups were differently endowed. , It 
was sometimes suggested that the intelligence which wasetaken 
into account in tests was only one of several valuable mental 
qualities and that these others might be unaffected by differ- 
ential fertility. This assumed that valuable mental qualities 
were not correlated, but if he was correctly informed the 
evidence was the other way about; persons who were know- 
ledgeable in musical, artistic, or literary directions, for example, 
usually had also a degree of general intelligence above the 
average. 

Some people declared that there was no need to be alarmed 
about the downward trend disclosed by some investigations, 
seeing that there was a large amount of unused or inadequately 
used intelligence in the population. It was true that there was 
a reservoir of insufficiently trained or utilized intelligence, but 
he doubted whether islanders who saw the constant erosion of 
their coast would be comforted by the reminder that they had 
some undeveloped hinterland. A decline in national intelli- 
gence was an actual loss, irrespective of whether full use was 
being made of the intelligence available. There were many 
aspects of this matter which needed most careful scrutiny. A 
difficult inquiry was only at its beginning, but it was a happy 
circumstance that universities were now equipping themselves 
with psychologists, geneticists, statisticians, and sociologists, for 
in the investigation of such a problem, which was liable to 
arouse emotion and therefore prejudice, it would be valuable 
to have contributions from as many independent centres of 
research as possible. 


Declining National Intelligence 


Sir Cyrit Burt said that forty years ago this subject would 
have aroused deep controversy ; to-day there was a converging 
agreement, chiefly for the reason that psychologists were no 
longer content to offer mere opinions but based their conclu- 
sions on objective methods. Nevertheless, the conclusions still 
rested largely on deductions which there had been very little 
direct evidence to confirm. The deductions were founded on 
two premises : (1) that tested intelligence might be assumed to 
be more or less innate and inherited, and (2) that tested intelli- 
gence was negatively correlated with fertility. Most psycho- 
logists would agree that for practical purposes there was a 
common factor of intelligence. The second step was to prove 
that this common factor was inherited. A good deal of 
evidence for this was available along different lines of 
approach. All practical psychologists checked their methods 
of test by other study, and it was a very reliable estimate that 
at least 50% of the variants found in the tests were due to 
inheritance. If some parents were more intelligent than 
others, and these parents were, on the average, producing 
smaller families, it followed that the inte!ligence in each suc- 
cessive generation must be slowly declining. The important 
thing was the rate of decline ; and here was another difficulty : 
that the tests for the most part had been done on children— 
not on their parents. 

Sir Cyril Burt mentioned some investigations of his own 
which seemed to indicate a loss of about two points 1.Q. on 


the Binet scale in a generation, and very much the same figure 
had been reached by Prof. Godfrey Thomson and other investi- 
gators. A loss of two 1.Q. points might not seem very much 
It meant that the children at a given age would be about fou, 
months retarded as compared with their parents at the same 
age—a difference which might be elicited in tests but hardly 
observable in practice. The important thing, however, was 
the tail-ends of the distribution—the numbers of very defective 
and dull children on the one hand and those with high intelli. 
gence on the other. If this rate of decline continued for 
years the number of feeble-minded would be doubled and the 


number of scholarship winners halved. But this prediction | 


rested on an inference from certain premises, and so far there 
had been no direct verification of the result. In some London 
areas tests of intelligence had been carried out at intervals, ang 
a slight decline had been found; but the size of the decline 
was nothing like that he had just mentioned, and London 
with its migrant population was a bewildering area in which to 
carry out such researches. He could not help thinking that 
if there had been this alteration in the number of defectives 
on the one hand and the number of scholars on the other it 
would not have escaped the notice of education officials, schoo] 
medical officers, and teachers, many of whom had had in their 
schools in years gone by the parents of the children they were 
now teaching. 

But these criticisms, while they bore on the calculated size 
of the decline, did not prove that no decline had taken place, 
He thought there was a high probability that an important and 
serious decline of some sort had occurred, and, if so, no time 
should be lost before investigating it. What was needed was 
further research by a co-operative team of psychologists to 
advise‘ and apply the tests, statisticians to decide the best 
methods of statistical analysis, geneticists to correct any crude 
notions of heredity, and experts trained in social field work 
to save psychologists from the pitfalls to which they were liable 
when interpreting social data. 


Restitution Factors 


Prof. L. S. PENROSE said that differential fertility was prob- 
ably not a recent phenomenon, and if it had gone on unmodified 
for a great length of time it would mean that the race was 
becoming progressively less intelligent. But it seemed reason- 
able to suppose that there were restitution factors which tended 
to keep intelligence more or less at the same level. Some 
investigators had suggested that the firstborn in the family was 
likely to be the most intelligent, the level of intelligence decreas- 
ing as the family grew in number. If that was so it would 
mean that in an era of large families the general intelligence 
would fall, but when, as now, families tended to be smaller, 
very often restricted to one child, the result would be to raise 
the level of intelligence. It was quite possible, again, that 
there were a number of recessives responsible for high intelli- 
gence as well as for low. After all, the high intelligence was 
equally a deviation from the mean. In showing how confusing 
these estimations were he mentioned that in Toronto a number 
of biometricians had measured the stature of 10,000 childrea 
(the hereditary factor was supposed to determine stature up to 
90%), and it was found that the average stature diminished 
with family size. It was inferred from this investigation that 
in consequence of differential fertility in one generation is 
Toronto the children on the average would be 1.9 cm. shorter 
than their parents. On the ofher hand, also in Toronto, though 
on smaller samples, children had been measured over a period 
of 15 years, and it had been found that during that time there 
had been a gain of 3.8 cm. in stature. 

Lord Horper found the data on the objective side very 
meagre and mentioned various pitfalls and fallacies surround- 
ing the whole subject. He hoped that a proper distinction 
was being made between fertility and fecundity. 

The discussion was wound up by Prof. GopFrey THOMSON, 
who delivered the Galton lecture on the subject a year ago. 
He pointed to the necessity of bearing in mind that any decline 
in intelligence in the members of larger families might be due 
not to inherited characters but to relative lack of cultural 
opportunity. Another reassuring point was that, although at 
least 50% of the variants might be due to inheritance (indeed, 
the figure was generally acknowledged to be higher, even 60 
or 70%), it was still possible that the remaining 30 or 40% 
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due to educational, environmental, or nutritional factors might 
have a decisive influence. 
; Families of the Famous 


One speaker in the discussion, Mr. BRAMWELL, said that he 
once took the trouble to study the family history of the small 


up of distinguished individuals who had at various times 


received the Order of Merit (Civil). They came from Vic- 
torian families having an average of 5.5 children, but the 
average size of their own families was only 1.5, and among 
these persons, of course, economic causes could not be invoked 
as an explanation of family restriction. An investigation had 


’ also been made into the families from which bishops came. 


About eighty years ago these families also consisted of an 
average of 5.5 children ; but the later years of the nineteenth 
century saw a decline, and at one time the figure fell to 1.7, 
though it had since risen. ‘ 


CORD ROUND THE FOETAL NECK 


Mr. JOHN HAMILTON read a short paper on this topical subject 
at a meeting of the North of England Obstetrical and Gynaeco- 
logical Society held in Manchester on Dec. 6, 1946. This con- 
dition could be diagnosed before and during labour by the 


marked slowing of the foetal heart rate when the foetal head © 


was pushed down into the brim of the pelvis. With the pre- 
sence of this sign, the life of the child would be seriously 
jeopardized if delivery were allowed through the natural pas- 
sage, and it was suggested that this should be an indication for 
Caesarean section. In three cases delivered abdominally and 
where this sign was present he had confirmed the shortening 
effect of the cord, which was wound many times round the 
infant’s body at the time of the operation. 

Mr. A. GEMMELL described an unusual case of adherent 
placenta which he was unable to separate at an operation 
performed six weeks beyond term for the removal of a dead 
full-term foetus from a uterus which could not be made to 
evacuate itself. The placenta was left in situ and gradually 
became absorbed, enabling the patient to become pregnant 
again two years later. This second pregnancy was concluded 
with success at the thirty-fifth week by Caesarean section, per- 
formed because the baby was presenting as a breech and 


because of the strange conditions found at the previous 


operation. 

Dr. R. M. Corset described two cases of melanoma of the 
vulva, and Dr. S. B. Herp the case of a woman who died of 
fits of uncertain causation in early pregnancy. iy 

¢ 


CARDIAC PROBLEMS IN RECRUITS 


At a meeting of the Manchester Medical Society on Dec. 4, 
1946, Prof. CRiGHTON BRAMWELL referred to the importance of 
murmurs in the diagnosis of heart disease in recruits. There 
was still a difference of opinion on the significance of apical sys- 
tolic murmurs, but all cardiologists were agreed that a patient’s 
activities should not be limited merely on account of such a 
murmur unless there was other evidence of heart disease. He 
outlined a working hypothesis for classifying, by auscultation, 
cases of mitral stenosis in three groups—severe, moderate, and 
slight. There was a difficulty in differentiating between the 
murmur of slight mitral stenosis and the roughened and accen- 
tuated first heart sound heard in conditions such as thyrotoxi- 
cosis, in which that organ was overactive. When the diagnosis 
by auscultation was in doubt x-ray examination of the heart 
was very helpful. : 

Members of medical boards often had difficulty in differentia- 
ting between a systolic and presystolic murmur. In this matter 
the character of the murmur was helpful, as was the fact that 
the presystolic murmur was always associated with an accentu- 
ated first heart sound. Duplication of the second heart sound 
at the apex used to be regarded as evidence of mitral stenosis, 
but out of 835 consecutive cases examined during the war this 
sign was present in 19%; most of these men appeared to be 
perfectly healthy. In a consecutive series of 39 cases referred 
by medical boards on account of cardiac enlargement for which 


there was no obvious cause, x-ray examination failed to confirm 
the presence of enlargement in 26. In seven of the remainder 
cardiac enlargement was trivial. Of the other six, in whom 
enlargement was more pronounced, two were youths of 19 and 
20 who enjoyed perfect health and whose heart rate at rest 
was 50. Evidence from comparative physiology suggested that 
in these two cases the bradycardia and cardiac enlargement 
were related and that the latter was not pathological. 

Prof. H. S. Raper referred to the striking finding of very 
high pulse rates in small compared with large animals, and 
suggested that the conclusion might be drawn that small animals 
were more dependent on a rapid action of the heart to main- 
tain their blood pressure than larger animals, which obtained 
the desired result by the stabilizing effect of their compara- 
tively larger arterial tree. Dr. M. C. G. IsRaéLs suggested 
that the recruits sent from the medical boards were not really 
representative of all the problems with which medical officers 
in the Services had been faced after the increased popularity of 
mass radiography. He exampled the radiological finding of a 
prominent pulmonary conus or enlarged heart in recruits with 
no other evidence of past or present heart disease, and in 
others the finding of definite diastolic murmurs of aortic in- 
competence with no signs of heart failure. 


Symptomless Cardiac Murmurs 

Dr. W. A. Ramsey described cases of student nurses witb 
systolic murmurs over the cardiac apex who completed the 
whole of their strenuous training without showing any signs 
of cardiac decompensation. Dr. S. ALMOND referred to young 
recruits who presented loud systolic murmurs at the apex and 
other areas. Haemoglobin estimations on these cases often 
showed values below 60%, the heart murmurs disappearing 
after the anaemia had been corrected. This should not be 
ignored by those examining otherwise healthy recruits. 


TRICHOMONAS VAGINAL INFECTIONS 


On Dec. 19, 1946, Mr. PatRicK RUSSELL discussed trichomonas 
infections before the Devon and Exeter Medico-Chirurgical 
Society. The disease was primarily one of the vaginal walls— 
a granular vaginitis—and a watery, offensive, bubbling vaginal 
discharge was often accompanied by oedema and congestion of 
the vulva. It should be borne in mind that the infection often 
coexisted with a chronic cervicitis, or gonorrhoea. Diagnosis 
depended on identification of the parasite. Smears should be 
taken by inserting a glass pipette or bakelite spoon into the 
vagina, and be examined directly in a wet film. Neither a 
speculum nor a finger should be passed into the vagina before- 
hand. The parasite had been found in the prostate, the bladder, 
and (doubtfully) in the Fallopian tubes. It was possible that 
the trichomonas harboured in the intestine was identical with 
that found in the vagina, and might account for recurrences. 
Although the infection occurred in virgins, he thought it should 
be regarded as a venereal disease. The parasite might be found 
in the male; when it occurred in bulls it was apparently in- 
curable, and the bulls had to be slaughtered. 

Local treatment with such preparations as “ devegan” or 
“§.V.C.” in tablet form was fairly satisfactory, but it was 
better to swab the vagina dry and insufflate it, under direct 
vision, with the chosen medicament used in powder form. Two 
treatments a week without intervening douching should be car- 
ried out. Oecstrogens might have an adjuvant action in these 
cases. Virgins were best treated by irrigation with weak acri- 
flavine solution. Great care must be taken not to insufflate 
under pressure because of the very real risk of fatal air 
embolism. Three negative wet films taken in the post-menstrual 
phase might be regarded as proof of cure, but recurrences are 


frequent. 


= 


The British Dental Journal is now issued in a new and enlarged 
format. Future numbers will include articles not only of scientific 
interest but also on topics arising from dental practice, as well as 
general dental news. In the issue of Jan. 3 an interesting summary 
of the journal’s history is followed by articles on “ Dental Disease 
in Animals,” by Sir Frank Colyer, and on “ Penicillin in Maxillo- 
facial Injuries,” by Mr. N. Holland. 
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| Preparations and Appliances 


THE TRAP-JAW PRINCIPLE IN SURGICAL FORCEPS 


Sir Heneace Ocivie, K.B.E., M.Ch., F.R.CS., writes: 


Forceps intended to take a firm hold of tissue, whether dis- 
secting forceps, haemostats, holding forceps of the Ochsner 
type, or gall-bladder forceps, depend for their security on the 
forcible apposition of two parallel surfaces. Since the blades 
are hinged, the surfaces of the jaws are parallel in one position 
only, usually. the completely shut, one when they are not in 
use ; when they are applied, the blades are forced apart to the 
extent of the tissue compressed between them in a gap which 
is wedge-shaped, holding the gripped tissue firmly at the hinge 


Fic. 1.—Lane half-toothed dissecting forceps. 


end, less firmly towards the points. Many mechanical devices 
have been introduced to prevent slipping: the surface of the 
jaws are roughened, usually by a transverse ridge and furrow 
pattern ; the blades are arched to provide a spring pressure 
throughout their length or in-toed to make a contact at their 
points first; or they occlude at the tip only as in the Joll 
haemostat. All these devices fail to hold a tube such as a 
large: vessel, the duodenum, the appendix, the ureter, the cystic 
duct, or the colon, if it is cut across flush with the blades ; 


Fie. 2.—Lane non-toothed dissecting forceps. 


only when a flange of uncrushed tissue is left protruding beyond 
them is the hold a safe one. é 

The instruments.] am describing have hollow blades with a 
narrow, rounded rim. The rim holds a strip of tissue in com- 
pression, while the hollow accommodates an uncompressed part 
that prevents slipping in the same way as does a projecting 
flange of tissue in the usual design. The pattern has four 
advantages over the usual compression type. The blades can 
be made narrower while giving equal security; the tissues 


Fic. 3.—Modified Moynihan cholecystectomy forceps. 


held can safely be cut flush with the blade (an advantage in 
the case of infected portions of the alimentary canal); the 
hold of tissue, even when cut flush, is more secure, and less 
devitalized tissue is included in a ligature. 

’ Of the instruments illustrated, the dissecting forceps and the 
Mayo-Ochsner forceps differ from their normal prototypes in 
the design of the jaws only. 

The gall-bladder forceps have been modified in three particu- 
lars; they are half an inch longer, they are lighter, and they 
are narrower in the blade than the standard Moynihan pattern. 
{ use these forceps in operations of every type when working 
in the depths of a wound, both for blunt dissection round a 


corner, as when clearing the ureter, the lateral attachments of 
the rectum, the biliary ducts, the left gastric artery, the oesopha- 
gus, and for catching any deeply placed vessel Previous to 
ligature. The added length gives better access, the narrow 
blades improve them as dissectors, and the hollow jaws give 
that security so essential in situations where a second grab at 
a cut vessel or duct is an experience to be avoided. 


Fic. 4.—Curved-on-flat haemostat. 


The haemostats have hollow blades, and the narrow bite 
and added security this allows. They have two further advan- 
tages over any other pattern I know. 

First, they have a 30° curve on the blade to fit them foy 
the two uses of a haemostat, a picker-up of small bleeding 
points or a compressor of wide oozing surfaces. The first 
task requires the application of the points only at right angles 
to a surface, the second uses the blade applied parallel to a 
surface. Straight haemostats are wrong for both purposes, as 


Fie. 5.—Straight Ochsner forceps. 


illogicai as any straight tool. Man naturally uses precision : 


tools in front of his body and below his eyes, that is at a poim 
about 30° in front of and below his elbow. Tools meant to 
work in the horizontal plane, such as golf clubs, hockey sticks, 
and spoons, are therefore curved to allow their working sur- 
faces: to lie horizontally ; those used either horizontally ou 
vertically, such as forks or ink erasers, are similarly sloped and 
used either way. The only straight tools are those driven by 


ABOVE, PORCEPS WITH BLADES CLOSED. 
by LOW, THE SAME TH BLADES FORCED 
INCLUOED TISSUE. 


NORMAL 
B: HOLD GIVEN BY 

: GIVEN BY THE TRAP-JAW 
THE HOLD 


OF BLADES. 
Fic. 6 


a hammer or by the weight of the foot, the sternum, Or the 
shoulder. These haemostats, like forks, are right in either 
plane. 

Secondly, their whole construction is flat and light, to allow 
up to two dozen to be stacked on one peg of any instrument: 
rack. 
These instruments are made by Down Brothers. 
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Correspondence 


The Plebiscite 


sin —We personally do not approve of the Health Service 
by the recent Act of Parliament, and accordingly 
voted against negotiating with the Government. 
- We have now seen the result of the plebiscite, which shows 
that the younger members of the profession wish for negotia- 
tions. We are young doctors ourselves, and feel strongly that 
it is the opinion of the younger members which will eventu- 
ally determine if the Health Service is going to function. We 
do not consider the majority against negotiation sufficient to 
warrant refusal to negotiate. 

We have our livelihood as well as our principles to consider, 
and shall have to join the Service if other young doctors are 
going to do so. We now feel negotiations should be made to 
ybtain the best conditions for the Service. 

A further plebiscite can be made when details of service are 
available. Only the refusal of an overwhelming majority can 
render the Health Service unworkable—We are, etc., 


JOAN WAGSTAFP. 


Chingford, Essex. HELEN WAGSTAFF 


National Health Service Act 


Sirn,—The Journal of Jan. 18 contains three notable contri- 
outions on this vexed and much-argued subject. I feel that 
pride of place must be accorded to Mr. R. T. Payne’s article 
(p. 102), which is a very masterly account of the position at 
the present time, not only in regard to the Act but also to 
legislation in general. This article deserves the closest atten- 
tion of all affected by the Act—both practitioners and students 
—for it places the onus where it ought to be, namely, on the 
shoulders of the Minister, and not where he is apparently 
trying to place it by offering to negotiate now “within the 
principles of the Act,” namely, on ours. Mr. Payne has estab- 
lished the fact that bureaucracy is here, and, therefore, that 
our liberty as citizens is in danger. I would add that, if a 
halt is not called now, then the Gestapo is not far off. It is 
happening here. 

The letters of Dr. Doris M. Odlum (p. 109) and Dr, A. E. 
Moore (p. 110) point the way to calling a halt, at any rate 
in so far as this piece of legislation is concerned. J should go 
further, however, and after adding one point to theirs—that 
tepresentatives on central and other councils must be elected, 
and not appointed by the Minister under any circumstances— 
would suggest that we stand firm against any coercion or other 
onslaught and give an uncompromising and unyielding “ No” 
antil these objections are met in full. I believe that the Minister 
must heed us, but only if we are resolute, for I cannot see that 
he can do otherwise. Without us his Act must fail; and if we 
teally do disagree with it let us say so clearly. This oppor- 
tunity of rendering public service is a great one, and we ought 
to grasp it—I am, etc., 


Bakewell, Derbyshire. 


Sm,—There seems to be much muddled thinking and shilly- 
shallying about this Health Act and what we are to do about 
it. Therefore I believe it is worth while to clarify the issues 
(in spite of the intervention of the three Presidents, who are 
not leaders of the profession and have no mandate from their 
own colleagues). First, the majority of those voting “No” is 
a greater majority of the profession than the Government enjoys 
of the electorate. Secondly, there is about the same percentage 
of non-voters in the profession as in the electorate. Thirdly, 
the majority of the “No” voters believe for various feasons 
that the Act is a bad one (though parts are good), and the bad 
is so bad that it nullifies the good and will inevitably lead 
to evil. Fourthly, this is certainly a political issue, though not 
a party political issue, as far as the doctors are concerned, as 
the “No” voters would resist such evils imposed by any 
Government of Right, Left, or Centre. Fifthly, if, as I believe, 
we desire a good and worthy comprehensive service, we must 


G. Watson. 


fight for our beliefs and principles and not negotiate on details 
and mere regulations and so cast our principles away. Only 
by so doing will we be able to give to our patients the best 
service. \ 
Finally, a personal note. It seems that someone must be 
prepared to nail their colours to the mast, so here goes: (a) } 
deny the right of the Minister to prevent me from recourse to 
the courts of law. (b) I deny the right of the Minister to 
appoint my medical representatives on local, regional, or 
central committees. (c) 1 deny the right of the Minister to 
direct me or anyone else either negatively or positively. (d) 1 
deny the right of the Minister to abolish my ownership of 
goodwill in my practice. (e) I deny the right of the Minister 
to hold such dictatorial powers as he has under the Act, so 
that he can turn innocent men and women into criminals with- — 
out proof of evil intent, and such powers that enable him to 


alter as and when he thinks fit all rules and regulations and 


financial arrangements by Order in Council. To join the Service 
while he has this power is futile even if all else appears. to be 
conceded, as any agreements reached on regulations mean 
nothing and are valueless. (f) I deny the right of the Minister 
to withhold the annual report of the Central Health Council. 
(g) I deny the right of the Minister to confiscate property 
either of hospitals, nursing homes, or private individuals, 
because all these things mean the negation of freedom and 
democracy and will lead to a form of National Socialism very 
soon. 
Therefore I will not join the Service until or unless these 
objectionable portions of the Act are repealed by an amending 
Act. I hope and pray that my colleagues who voted “ No” 
will do the same and those who voted “ Yes” will think again. 
—I am, etc., 

Reading, Berks. S. F. LoGan ‘DaHNE. 

Sir,—The controversy between private practice as we have 
it now and State medicine as it is in process of being born 
goes on. May I put the point of view of a doctor who has 
had experience in many forms of medical practice? There are 
advantages and disadvantages in both “ private” and “ State” 
medicine, and to rush enthusiastically but blindly into a new 
method or to cling unprogressively to an old method is ask- 
ing’ for trouble. We want evolution, and must have it, but 
revolution is fraught with dangers. P 
_ The new Health Act contains great possibilities for increased 
happiness to the people, and our own Association should use 
its influence in filling the framework with Regulations to form 
a measure of the utmost benefit. If each individual doctor 
eventually considers that his conscience will not allow him. to 
work under the Act he can refuse, and it is his right to form — 
an opinion both in regard to the ultimate good for the people 
and his own welfare. For after all the best work is done by 
the worker who is satisfied with his wage. We should surely — 
see how the Act is going to work in practice, and give our 
help in making the Regulations, before blindly refusing to have 
anything to do with a measure which has been passed by — 
Parliament on behalf of the people.—I am, etc., 

London, N.W.11. L. Stuart Woo.r. 


Sm,—My statement “We are citizens even before we are 
doctors” (Dec. 7, 1946, p. 874) meant simply that our civic 
duty—e.g., to obey the law of the land—is even more elemental 
than our medical duty, and the construction put on my words 
by Dr. Alan Maberly (Dec. 28, p. 1002) is pure fantasy. His 
imputation of fanaticism, of inability to think clearly, to 
observe with detachment, or to foresee, to supporters of the 
Act is obviously bred of fear and mistrust of Socialism. How 
can he possibly know that Members of Parliament who passed 
the Act knew nothing of its ultimate implications? 

I agree, however, that “this is a moral and ethical issue of 
the first importance,” and this is the issue: Shall the patient 
—the most important person concerned—choose the type of 
medical service he wants, or shall the doctor impose on him 
the type of service he thinks he ought to have? Shall Parlia- 
ment decide or the medical profession? Is it morally right 
to ask the patient to “pay the piper” without allowing him 
to “call the tune”? Drs. D. H. Russell and’ J. S. Laurie 
(Dec. 28, p. 1002) respectively overstress and “ overstrain ” the 
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significance of the last sentence of my letter. It was obviously 
an afterthought with only an incidental bearing on the main 
argument.—I am, etc., 


Wallasey. LENNOX JOHNSTON. 


A Medical Charter 


Sirn,—In 1941, when this country was fighting for its life and 
for the destiny of mankind, our great leader, Mr. Winston 
Churchill, together with the President of the United States, 
made an eight-point declaration of certain common principles 
of national policy. This declaration became known as the 
Atlantic Charter. It seems to me that our profession is pass- 
ing through a somewhat similar period in its history and it 
might be equally opportune for it to declare now what are 
its fundamental ideals and principles. I would suggest that a 
professional charter should be drawn up which would embrace 
these and which could be understood by the public as a whole. 
‘Such a charter would have the support of the whole medical 
profession, and it would form the basis for examining, without 
prejudice, the National Health Service Act. 

At present the profession is split into leaderless factions 
which show evidence of political bias in voicing their opinions 
upon the Act. Our profession should be above the political 
arena, and its attitude should be based on the principles of a 
charter and not on party politics. Let the brains of our pro- 
fession get together now and put forward a charter which sets 
forth these ideals for which we will fight, and let only these 
be the means of deciding the terms under which we will serve. 

I would suggest that the charter should include some of the 
following declarations: 


(1) That the medical profession desires to serve the nation with 
the greatest possible efficiency and that it is agreed that some form 
of national health service is essential for the future welfare of our 
countrymen. 

(2) That the profession expects the terms of service to allow full 
scope for its established ideals. 

(3) That the service should give patients free choice of doctor and 
should be comprehensive. The profession recognizes the need for 
preventing as well as curing disease, and in this it must be 
associated with the social services. 

(4) That members of the service should be recruited voluntarily 
and that they should be free to practise their skill without fear of 
bureacratic interference; that resources should be made available 
to them for this end. 

(5) That the patient should receive primary consideration in all 
matters concerned in the setting up of the national medical service. 


—I am, etc., 
Petersham, Surrey JoHn M. JACKSON. 


The B.M.A. and Mr. Bevan 


Smr,—The B.M.A. should refuse to negotiate with Mr. Bevan 
unless he first scraps the present Act, which is unacceptable to 
the profession and harmful to the best interests and welfare of 
the public, whose guardians in health matters we are. This 
Act was drawn up by the Minister to ensure that he, and he 
only, should enforce it as absolute dictator and executioner of 
any doctor who might incur his displeasure—and that without 
right of appeal. 

We all know that our representatives were shamefully and 
contemptuously treated when they attempted to discuss the 
Act with him ; and he had the bad taste to describe ours as a 
“very corny profession” when addressing medical students a 
few months ago, many of whom, as sons of doctors, were well 
able to sum him up on that occasion. I say that Mr. Bevan 
would not have formed this impression about our profession 
if he had not been guilty of attempting to trample roughshod 
over us and our patients’ interests by means of the Bevan plan. 
The Minister has stated that because public money is to be used 
there must be public control, and that he abhors loading the 
young doctor with debt. I consider there is no justification for 
using public money in this way ; and his statements are only 
political eyewash to cover the fact that we should become Civil 
Servants if we were to sign on the dotted line. 

We will work a good Act but not a bad one, and this Act is 
a very bad one. No self-respecting doctor could bring himself 
to take service under it and become a cog in the State machine, 


- are threatened in other ways. 


which would in time crush the life and initiative out of him 
We have had enough warnings: the Willesden “ closed shop,” 
and the stoppage of essential foods for the dying by “ remote 
control” from Whitehall overriding local specialists—truly a 
foretaste of things to come. So let us stand firm and demand 
that the Act as it stands be scrapped absolutely and a com- 


pletely new one built up in consultation between the Minister 


and the medical profession, as it should have been in the first 
instance. If this is refused let us remember the Minister’s 
statement that “no one is obliged to enter the Service unless 
he wishes,” and stay outside. The general public are alarmed 
and daily ask us to stand firm and refuse to throw away ouy 
freedom to treat them in the best way—which would certainly 
not be under Mr. Bevan’s present scheme.—I am, etc., 


J. R. SALMOND 


The Presidents and Mr. Bevan 


Sm,—The strategic letter of the Presidents of the English 
Colleges (Jan. 11, p. 66), in referring to the question of basic 
salary, contains the statement: “There is general agreemem 
that there are circumstances in which a basic salary or a 
guaranteed minimum may be necessary. . . .” Surely this diffi- 
culty could be dealt with by the grant of larger capitation fees 
for such areas. Once a basic salary is agreed to for any area 
it might be readily taken as a precedent and by Regulation 
imposed on other areas. 

In the Minister’s reply, referring to interference with liberty 
of movement of general practitioners, he states: “ There is 9 
provision in the Act the sole object of which is to avoid an 
undue concentration of doctors in any one area.” Clearly the 
more doctors are practising in any particular area the better 
for the public, as it gives greater freedom of choice. As to this 
question of liberty of movement on the part of general practi- 
tioners, it would be well for specialists to consider carefully 
whether eventually their own freedom in this respect may not 
be endangered, as it very definitely will be. if they consent to 
payment on a salaried basis.—I am, etc.. 


St. Mawes, Cornwall. B. H. SHaw 


The Appointed Day 

Sir,—When the flag of the National Health Service waves 
over our hospitals, when the last beauty queen has been kissed 
and the captains and the kings have departed, then perhaps the 
tumult and the shouting will begin. The principles upon which 
the B.M.A. are taking their stand may be unexceptionable, but 
they have little application to hospitals staffs, whose interests 
The word “strike” may be 
banned, but is there not some question of a possible back-out? 
The flow of contributions and legacies to the voluntary hospitals 
has not been the result of charity acting in a vacuum: it has 


been stimulated by results; and the public have recognized - 


and supported going concerns which have paid dividends in 
health and efficiency. Thus, over a fairly recent period of 
years, our hospitals have transmuted the skill and devotion of 
their staffs into bricks, plumbing, and equipment. The staffs. 
however, in the process have lost control of these tools of their 
trade ; so, on an “ appointed day,” these magnificently equipped 
factories may be closed to them except on terms which may 
not be acceptable. It would be interesting to know up to what 
point the Boards of Management and the British hospitals are 
prepared to defend the interests of their staffs, or will the keys 
be handed over unconditionally? 

Has it been sufficiently realized that, on an “ appointed day,” 
the space-time factor will be suddenly altered? In many 
hospitals it would be impossible to find one vacant session 
for an extra clinic, or one vacant room. Staffs will have to 
be rapidly multiplied. Are the Royal Colleges prepared to 
accept the logic of the situation, and, without further delay. 
to lower their examination standards in order to provide con- 
sultants? There is no evidence of this in the recent pass lists, 
but the whole scheme may break down unless the men are 
ready at their posts. : 

The normal speed of working will be automatically reduced 
as the rapid and accurate, but almost intuitive, clinical acumen 
resulting from experience is replaced by wholesale tests and 
documentation necessary to provide the Minister with material 
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at some “question time” years hence. X-ray plant and 
laboratory equipment will have to be found, elaborate filing 
systems installed, new wards built and equipped, laundries 
enlarged, more porters, stokers, clerks, stenographers, ward- 
maids, nurses—the list could be prolonged indefinitely. Is it 
possible on any “appointed day” suddenly to _establish a 
contractual obligation with the whole ; population of the 
country? Has any business ever been raised to this vast size 
by a stroke of the pen? It is a long time since Goethe said 
that such a feat would be impossible without turning the whole 
State into a nursing home. But the Minister knows better. 
He has a plan, no doubt, but can it be co-ordinated with all 
the other plans of all the other Ministries? ; 

I suggest that we should now see this plan (if it exists) with 
all its details completed down io the last Ward-maid. Time is 
short, and the public will soon be having their contributions 
deducted, as in Germany they were deducted for the “ people’s 
car.” The Minister has stated that it will take years for the 
Service he envisages to be in full working order. He has 
stated that he has a skeleton which must be clothed with flesh 
and blood. But whose flesh and blood, or is it our blood, 
sweat, and tears? And, in the meantime, what about the 
“appointed day”? I suggest that the profession shoyld adopt 
a helpful but waiting attitude, emphasize its evolutionary 
principles, and neither by negotiation nor implication allow 
the Minister to “ pass the buck.” The “appointed day” will 
be a Day of Judgment for somebody—let it not be ourselves. 
—I am, etc., 

Bournemouth. T. R. AYNSLBY. 


The Negotiators 


Sir,—I believe Dr. Enid A. Hughes (Jan. 11, p. 71) is right 
in thinking that members had not all the same reason for 
voting “ No.” My own chief reason was that I disagreed with 
the Negotiating Committee’s points. I feel strongly that pay- 
ment by capitation fee is a bad thing. This is partly because 
[ shall personally suffer financially if it is adopted—my practice 
being completely non-panel pre-war and having dwindled while 
[ was in the Army to what is called a “ nucleus” in the adver- 
tising columns—but it is also, and more, because I have had 
experience of practices with a maximum panel, where the 
proud boast of the principal has been how many patients he 
could dispose of in the hour, and the surgery has resembled 
nothing so much as the local fuel office. If private practice is 
practically abolished and the universal capitation fee instituted, 
we, who like to have time to examine our patients, shall be 
dragged willy-nilly into the competition for more and more 
numbers to the detriment both of our patients and of our own 
professional consciences.—I am, etc., 


Bradford, Yorks. KENNETH M. M. SHELDON. : 


Paying the Doctor 


Sm,—Dr. J. Harris (Jan. 11, p. 71) says: “I suggest, there- 
fore, that we should endeavour to persuade the minority not 
to accept service.” How, may I ask, is he going to persuade 
the minority not to join the new National Health Service? In 
the Journal some few weeks ago there was an advertisement for 
an F.R.C.S. (“ must be England”), and the hospital concerned 
were offering the ridiculous salary of £250. When one sees 
many similar advertisements one realizes what one is up against. 
Now, unless I mention it, it will obviously be pointed out to 
me by someone that such a post carries a great deal of experi- 
ence. This may be true, but once a medical student always 
a medical student. Why is it essential in gaining more experi- 
ence to serve humanity to combine the experience with 
poverty? Any doctor, however qualified, deserves after one 
year’s qualification to earn at least £500 per annum. Obviously 
a man with a higher qualification deserves more. The doctor 
should be well paid no matter where he offers his services, 
whether as an assistant in a hospital, or in a laboratory, or in 
any other post. 

Unless and until the B.M.A. demand a minimum adequate 
salary to be paid to doctors, then and only then will you get 
them to stick together. This is not my sole opinion but that 
of a number of colleagues who are in agreement with me. 
Therefore the B.M.A. must now act quickly and courageously 


and fight for a decent salary, otherwise we have lost the fight, 
because the many doctors (with and without higher qualifica- 
tions) who are poorly paid now are sure to join a Service which 
gives them a far better financial deal. 

This has also applied to general practitioners in the past 
with their inadequate remuneration from the panel, etc. There- 
fore if the B.M.A. are prepared to face up to the truth and 
admit what is uppermost in most doctors’ minds their only 
hope of unity is to see that doctors are adequately paid 
immediately.—I am, etc., 

London, N.W.11. 


The B.M.A. and Public Relations 
Sir,—Dr. A. Henry Gregson has to my mind made a most 


D. V. MORGAN JONES. 


important point in his letter (Dec. 21, 1946, p. 961) under the. 


above heading. 

We have had in the main a bad Press. Because the voting 
on the plebiscite is so close we are described as a profession 
“split from top to bottom,” etc., and all kinds of small unions 
burning with zeal for our welfare would take over the function 
of our own organization, and their statements, delivered with 
great weight and gravity, are given considerable publicity. 

Little publicity has been given to the fact that our right of 
appeal to the courts in certain matters is’ being stripped from 
us. Yet so much could be made of this and its implications. 
The British working man, so aggressive in the defence of his 
own fixed hours and remuneration, does not know that we 
still have no idea of our terms of service or pay in the Service 
into which we are to be “ recruited.” He thinks that this Act 
to a big extent is going to alleviate the lot of the doctor. If he 
knew these other things he might think differently. 

We cannot stop this Act. To attempt to do so would be 
futile. The Bill has many good points, for ourselves and for 
the public, but it has as many ominous ones, and these it is 
our duty to fight. 

Why should we not negotiate? Parliament passed this Act. 
We cannot dismiss the Government. If we:refuse to negotiate 
we will be publicized as obstructionists, reactionaries, and 
capitalists of the worst kind. But if we do negotiate and the 
terms are dictatorial, then surely we can, in our just wrath, 
refuse to be enslaved. 

I do not think then that we would lack the support of 
the population of whatever political creed they might be.— 


I am, etc., 
WILLiaM GIBSON. 


Hull. 
A Foretaste of Control ? 


Sir,—It is doubtless known to you that there are those who 
assert that the British Medical Journal is a poor journal because 
your columns never contain reports of important advances in 
our art and science. The number dated Jan. 11 should make 
these malcontents hide their heads with shame, for you publish 
two reports of outstanding significance—one in the field of 
general medicine and one in that of medical practice. The 
former is, apparently, a discovery of those “eminent high- 
minded men, widely respected by their professional colleagues ” 
(vide p. 60), who act as medical advisers to the Minister of 
Food. These savants have informed Dr. Foxell that “ the 
[sic] pernicious anaemia is completely controllable by modern 
—— and further that the achlorhydria can also be effectively 
treated.” 

It is, of course, known to those experienced in these matters 
that most cases of pernicious anaemia can be controlled by 
proper treatment, but it is most emphatically untrue to assert 
that all can be. And, Sir, if there be, in fact, a successful treat- 
ment for the achlorhydria of pernicious anaemia, why are 
these “ high-minded men” holding back the information? 1] 
find it easier to believe that they have said that which the 
Minister wished them. to say. 

The second advance that finds publication is that of Dr. Wil- 
fred Harris, who discusses (p. 69) another of Dr. Foxell’s 
patients—the now famous one who died of carcinoma of the 
oesophagus. Of him Dr. Harris says that as “ the patient was 
suffering from inoperable cancer of the oesophagus and that 
he was bound to die shortly, I think most sane people would 
agree that it would be a serious waste of six persons’ weekly 
fat ration for a very doubtful and temporary benefit.” But 
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'Dr. Harris does not go on to draw the obvious inference that 
is entailed by his statement—viz., that it would be a serious 
waste of rations to give this patient any at all; and even less 
does he go the whole logical hog and assert that the saving of 
food would be very great if all those suffering from incurable 
maladies were denied their rations. If Dr. Harris's contention 
be accepted there is no logical stopping-place before we draw 
the inference that we should not.“ waste” our substance on the 
incurable, the objectionable, the hereditarily inferior, and, of 
course, the racially unsatisfactory. 

Sir, our duty as doctors is to our patients, but it may be that 
advisers to Ministers have other primary duties ; but, inasmuch 
as they have, they are the less doctors; and not only that, 
they have started dowrf the slope, so easily descended, that 
ends in totalitarianism. The flower of our youth laid down 
its life for freedom and decency ; the least we old buffers can 
do is to refrain from advocating the doctrines of their (and our) 
enemies.—I am, etc., 

London, W.1. A. PINEY. 


Sir,—It is distressing to read the views of two of your corre- 
spondents in the Journal of Jan. 11 (p. 69) in letters arising out 
of the action of the Ministry of Food officials in refusing extra 
food to a dying patient of Dr. Foxell’s. One writer observes 
that as the patient was bound to die shortly most people would 
think that it would be a serious waste of six persons’ weekly 
fat ration. The other writer appears to be much concerned 
with the preservation of the scheme and official forms. This 
outlook is contrary to established medical usage and Christian 
civilization. It is surely the ideal that the strong should sacri- 
fice for the weak. 

One hopes that this age will not become progressively utili- 
tarian. There are many examples, both in the case of doctors 
and laymitn, of lives being lost in an endeavour to save the 
dying. 

Three small quotations from the last letters of Capt. Scott, 
of Antarctic fame,-seem appropriate : “ Subsidiary reasons for 
our failure to return are due to sickness of different members 
of our party.” “If this diary is found it will show how we 
stuck by dying companions and fought the thing out well to 
the end.” “ We have done everything possible, even to sacri- 

| ficing ourselves in order to save sick companions. | think this 
makes an example for Englishmen of the future.” Scott and 
his comrades gave their lives for the weak, as have many others 
—an innumerable company. Officialdom appears to grudge a 
little butter for a dying patient. Is this the kind of attitude 
we are to expect under the national health scheme ?—I am, 
etc., 

The University of Sheffield ELIzaBETH COWPER EavVEs. 

Sir,—Dr. Wilfred Harris’s suggestion (Jan. 11, p. 69) that a 
man who is not expected to have much more of life should not 
be allowed some of the food which he needs is surely contrary 
to medical tradition and practice. Such a cruel decision could 
only be justified in a population where deaths from starvation 
were imminent. 

Surely also is implied a great misjudgment of the sane and 
generous people of these islands. Millions would willingly give 
up a minute fraction of their fat ration, and many would give 
the whole, to comfort the last weeks of an afflicted man. Those 
who doubt the extent of such generosity must have failed in 
»bservation or memory even Of the years of war.—lI am, etc. 


Birmingham. CRANSTON WALKER. 


Sm,—It would be impossible for anyone to disagree more 
thoroughly than I do with your melodramatic leader (Jan. 11, 
p. 60) with the above heading. You infer that when the country 
is short of some food, which has therefore to be equitably 
rationed, it is interfering with the doctor-patient relationship 
if that ration cannot be altered to suit each individual case. 

Surely, Sir, consideration of each individual case by White- 
hall or a committee of experts would be chaotic and bureau- 
cratic in the worst sense, and so to be avoided at all costs. 
Nor would it be feasible to allow doctors to order what they 
thought fit for the good of the individual when by so doing 


they might jeopardize the adequate supply of essential foods 


to the community. While food is in short supply the more 


we give to the dying the less we give to the livin i 
then to be a principle that we feed the dyi ll me 
of the living?—1I am, etc., : 


Leeds. R. A. Murray Scory. 


*.” We regret that Dr. Murray Scott appears to have misseg 
the point of the leading article he so severely, if po! melo- 
dramatically, criticizes—Ep., B.M.J. 


Curare 


Sir,—I should like to endorse the remarks of Dr. 
Dawkins (Jan. 18, p. 111) in respect of the use of — 
Although I am unable to cite the use of curare in a 
series of cases, my experience of some of the after-effects 
of curarization has already led me to express the opinion that 
curare is not without its dangers. Upon two occasions I have 
met the post-operative condition which Dr. Massey Dawkin» 
attributes to shock; in each case the operation, altho 
abdominal, was neither extensive nor prolonged, and I do not 
think that shock could have ensued. My impression in each 
case was that the patient was in a condition of profound 
central depression resulting in prolonged unconsciousness and 
requiring active resuscitative measures. Neither patient re 
ceived more than 15 mg. of curare; each received 0.5 g. of 
“ pentothal,” followed in one case by nitrous oxide, oxygen 
(30%), and minimal trilene, in the other ty light cyclopropane . 
both were fit adults. 

It seems that in some patients curare effects the cerebra) 
synapses, that this action is prolonged and does not respond to 
physostigmine. I have not met paralytic ileus, but this seems 
analogous to the condition I have described and may wel) 
occur alone or in conjunction with the central depression ] 
have met. This central depression appears to be unpredict- 
able; it therefore behoves the anaesthetist to bear in mind 
thé possibility of its occurrence and to make an early post- 
operative visit to those patients to whom he has administered 
curare.—I am, etc., 


Bournemouth. 


S. F. Durrans. 


Sir,—Dr. Massey Dawkins’s letter on, this subject (Jan. 18 
p. Hl) cannot be allowed to pass without comment. Opinions. 


whether based on the impressions of the nursing staff or op — 


statistical results, as to the post-operative effects of general 
anaesthesia alone, contrasted with general anaesthesia plu 
cura@™, are valueless unless the nature of the general anaes 


- thetic ls stated in each case. Assuming that Dr. Dawkins is con-’ 


sideging cases in which the general anaesthetic employed, with 
an@ without curare, was the same, it is still only too plain that 
he is comparing a well-given (say) cyclopropane alone with a 
badly given cyclupropane-plus-curare administration. 
" To.take his three points in turn. First, the question of 
shdBk.'and “insufficient anaesthesia”: surely the use of 
curare has at last invalidated the old theory, meticulously 
copied. from textbook to textbook since it was propounded 
by Crile in 1920, that the fall of blood pressure during 
visceral manipulations was due to “nociceptive” stimuli 
the effect of which could be minimized by deep anaesthesia 
The €@rrect interpretation of the facts is possibly that deep 
anaesthesia (or better, the less toxic light anaesthesia, to ensure 
unconsciousrtess, plus curare) allows the surgeon to be as gentle. 
as possible and thereby cause less trauma. 
’ Secondly, “ marked respiratory depression” may be caused 
post-operatively either by central depression as a result of 
relative overdosage with morphine and the more powerful 
anaesthetic drugs, or by muscular paralysis with curare. The 
first cause should not be effective if properly light anaes 
thesia is given with the curare, and to eliminate the second, 
correct dosage at the proper time is all that is required (the 
last dose being given not less than’ fifteen minutes before the 
peritoneum is closed). If for some reason the operation it 
finished more quickly, or the curare is eliminated more slowly 
than anticipated, then muscle tone is readily restored by the 
intravenous administration of a suitable dose of prostigmin 
Finally. the factors predisposing towards post-operative ilew* 
are (1) local, that is, peritonitis, whether traumatic, chemical. 
or bacterial, and (2) central, that is, broadly speaking, drug 
produced. The use of curare and the resultant relaxation dé 
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while it is the fact that ether and, to a smaller degree, the other 
relaxing inhalational anaesthetics are potent agents in predispos- 
-.¢ towards ileus from the second cause. Here again the use 
of curare by permitting the administration of reduced quanti- 
ties of inhalational intestinal depressants should lessen the 
ces of development of post-operative ileus. The effect of 
" Gurare itself on the gut was at first claimed in the U.S.A. to 
be parasympatheticomimetic. Workers in this country, possibly 
pecause of the greater purity of the product used, have been 
unable to confirm this ; but as far as I know nobody has yet 
considered it to have the reverse action, and until some experi- 
mental evidence is produced that it does have any such adverse 

ect 1 see no reason why such a disadvantage should be 
imputed to it—I am, etc., 


Preston, Lancs. 


Curare or Magnesium Sulphate ? 

Sin,—The danger of curare lies in the fact that relaxation of 
the muscles may be too extensive; it also appears that the 
action may continue and increase after the operation. It is 
surprising, therefore, that use is not made of a drug which gives 
relaxafion to the same extent; and though it has the same 
possible danger of respiratory failure this can be countered 
immediately ; so also can its effect be annulled when the 
operation is over. I refer of course to injections of mag- 
nesium sulphate (0.5 to 1 ml. of 25% solution). Its action is 
countered immediately by calcium salts, though I am not sure 
of the appropriate dose. In practice, then, it should be 
absolutely safe——I am, etc.,. 

Kingston-on-Thames. W. F. Cooper. 


A. J. Gray. 


Penicillin Pastilles 


Sir,—Dr. G. I. C. Ingram (Jan. 4, p. 31) discusses the possible 
causes of stomatitis following the use of penicillin pastilles. In 
the final paragraph of his letter he suggests that the base in 
which the penicillin is included may be of importance in the 
causation of this stomatitis. 

In the original work by Long and myself on the use of 
penicillin pastilles in oral inflammatory conditions we made 
use of penicillin in a simple gelatin base to which’ only 
“nipagin” had been added as a preservative. The results 
that we published both in this Journal’ and in the British 
Dental Journal? were obtained with this type of pastille, and 
we found that when fresh they were most effective. In over 
1,000 patients who were treated with these pastilles we occa- 
sionally saw some discoloration of the tongue, but the stoma- 
titis which occurs so frequently with the modern commercial 
pastilles did not apparently occur. The disadvantage of these 
gelatin pastilles was, of course, that owing to the comparatively 
high water content they did not remain stable for long periods 
and had to be made up frequently in fresh batches. We regard 
the base, however, as of considerable importance. 

In a further publication on the spread of drugs in the oral 
cavity’ we showed that with a gelatin base the spread back- 
wards along the mucous membrane appeared to be very much 
more efficient than when a solid and non-glutinous base was 
employed. For this reason again, therefore, we advocated the 
use of gelatin as a base for the penicillin. 

We have been most disappointed with the modern commercial 
lozenges. It is true that their keeping qualities are good, but 
in our experience they are not normally as effective as our 
original gelatin base type. We do not know the composition 
of the modern commercial types, but we feel that the frequent 
disappointment which arises from their failure to achieve 
successful results, and the very numerous cases of stomatitis 
following their use that we have seen, would appear to be 
due to the base employed. We would strongly advise those 
who have the requisite facilities whenever possible to get their 
own pastilles freshly made up in a pure gelatin base according 
to the method that we originally described.—I am, etc., 
London, W.1. ALEXANDER MaCGREGOR. 
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much to reduce the need for severe mechanical traumatization, Use of f 


Sir,—Having some experience of the manufacture of troch. 
penicillin, B.P., may I be permitted to reply to Dr. G. L. C. 
Ingram’s letter (Jan. 4, p. 31). Penicillin is rapidly destroyed 
in aqueous solution, and for this reason the B.P. requires the 
lozenge to be prepared dry by compression. 

Stomatitis after oral penicillin may be due either to the 
penicillin or the sucrose base. This sucrose base involves a 
number of technical problems if the resultant lozenge is to be 
smooth and is to dissolve easily in the mouth, but, having 
solved these problems and having used this method of pre- 
paration for a number of years and for a number of different 
lozenges, no instance of stomatitis from their use has come to 


‘our notice. In conclusion, may we have our terminology 


correct? Lozenges are prepared with a sugar base, pastilles 
with a gum or gelatin base.—I am, etc., 


Ashton-under-Lyne, Lancs. T. H. MANNERS KERFOOT. 


A Method of Giving Penicillin 


Sir,—Herewith we wish to offer you' a summary of the 


preliminary report to the Society of Clinical Studies, Havana. 
Cuba, made at its session of Nov. 14, 1946, referring to a 
new slow-absorption method for penicillin injections. The 
method consists in mixing a penicillin solution with whole 
blood, using as a solvent of the drug a solution of neutral 
sodium citrate (2%) and procaine (2.7%) in triple-distilled 
water. We (Machado Espinosa and Ramirez Corria) have 
used the following technique: 

(1) We take 5 ml. of the solvent and add to it the quantity of 
penicillin we wish to give in one injection—for instance, 500,000 
or 600,000 units—shaking until the drug has been dissolved. (2) We 
then introduce the solution into a 10-ml. syringe, preferably into a 
safety syringe (Yale-Luer-Lock). (3) With the syringe thus Pe 
pared we make a venous puncture in the patient who is , 
receive the injection, or in another person, and we extract a volume 
of blood equal to that of the solvent—i.e., 5 ml. (4) We shake the 
mixture in the syringe vigorously for not less than two minutes. If 
so desired the mixture of solvent, penicillin, and blood may also 
be introduced: into an empty penicillin flask and be shaken there 
instead of in the syringe for two minutes. 

(5) We now administer the total amount of the mixture in one 
deep intramuscular injection with. an appropriate needle, preferably 
in the gluteus region. (6) The injections must be given at the 
rate of one injection every 24 hours or according to the criterion 
of the physician. (7) The dose our experience has shown us to be 
optimal and which we recommend is one of 500,000 to 600,000 unit: 
for an adult weighing about 70 kg. For lower weights doses of 
100,000 units for every 10 kg. of body weight should be given. 

We have been using crystalline penicillin, which in experi- 
ments, with human volunteers, after injection in the above- 
mentioned amounts, has proved to be present in the blood at 
an exceptionally high concentration for adequate bacteriostasis 
as long as 48 hours after one injection.—I am, etc., 


Havana, Cuba. M. Macuapo Espinosa. 


Behcet’s Syndrome 

Sir,—I was interested in Dr. E. W. Prosser Thomas’s case 
(Jan. 4, p. 14) because thrombosis of the inferior vena cava 
occurred. Furthermore, a section of the curious erythema- 
nodosum-like lesion seen in these cases showed the pathology 
to be that of an acute inflammation and thrombosis of a vein. 
In one of the cases I reported in 1934 thrombosis of the deep 
veins of the thigh occurred. . I do not think the ulcers of the 
genitals are always small and discrete. Some of the vulval 
ulcers are large, and repeated attacks cause considerable loss 
of vulval tissue. These genital ulcers also occur in the vagina 
and on the cervix, and can be of some size in these situations. 
Fortunately in the vast majority of cases the lesions are con- 
fined to the mouth, and aphthous ulcers in this site are of 
course exceedingly common. The syndréme can, however, be 
very widespread and suggests multiple perivascular lesions ; 
because of this the syndrome falls into many specialized 
branches of medicine and its study suffers thereby. Some 
cases get no eye changes, but I believe that many of the cases 
get acute ulcers of the stomach and that this accounts for the 
dyspepsia so often occurring with the mouth ulcers. If 1 
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remember rightly, gastroscopy has been reported as confirming 
this supposition. 

In view of the utter uselessness of all treatment up till now 
any therapeutic measure would be welcome. The peculiar sensi- 
tivity of the skin would suggest a trial of “benadryl.” This 
might be a valuable measure in those cases with eye lesions 
where any decrease of inflammation would mitigate the cumu- 
lative and recurrent damage to these organs.—I am, etc., 


Oxford. G. WHITWELL. 


Endocrine Receptors 


Sm,—Mr. Aleck Bourne’s admirable survey of the endocrines 
in gynaecology (Jan. 18, p. 79) deserves high praise, and he is 
right in drawing attention to that neglected aspect of hormonal 
physiology, the reacting tissues, though whether the hypothesis 
of the “endocrine receptor” is necessary or not is another 
matter. That the question has not escaped the attention of 


all endocrinologists may be illustrated, for example, by the | 


emphasis which H. Zondek (The Diseases of the Endocrine 
Glands, London, 1944) has placed on the importance of varia- 
bility in the responsiveness of reacting tissues in bringing about 
some of the results observed in certain endocrinopathies. Cases 
such as that of Mr. Aleck Bourne in which vaginal but not 
_ terine responsiveness to oestrogens occurred are not so rare 
mor so exclusive as may be imagined; Zondek, for instance, 
describes a number of cases of undoubted Graves’s disease 
which were accompanied by obesity, either generalized or 
localized, while the instances of localized gigantism and the 
very common occurrence of wide variations in ‘the degree of 
development of different secondary sexual characters in indi- 
viduals (males, perhaps, more than females) may also be cited 
as examples of localized hyper-reactivity or unresponsiveness 
of certain tissues to various hormones. 

The variation in responsiveness of certain tissues to hormonal 
influences is, indced, a matter of everyday occurrence in the 
case of the alteration of sensitivity of the uterus during 
pregnancy to the oxytocic fraction of the posterior pituitary, 
and it is difficult to see here how the postulation of a receptor 
substance, or its presence in altered amount, can help to 
explain the observed phenomena. By all means, then, let 
- que and increasing attention be paid to the question of the 
responsiveness of tissues to hormonal action, but let us at 
the same time avoid, as far as possible, complicating the already 
complex by the postulation of nebulous substances whose 
existence may well be impossible to prove.—I am, etc., 


London, N.W.3. G. I. M. Swyer. 


Endogenous Depression in General Practice 


Sir,—The letter (Jan. 18, p. 111) by Dr. A. Lionel Rowson 
should not, I think, pass without comment. Has he ever 


worked in a mental hospital? If so, it is difficult to under- 


stand the language of his first two paragraphs, which is both 
diffuse and, I submit, inaccurate—certainly not helpful. 

Dr. Rowson does not take count of the constructive side of 
the problem. Patients are as a rule sent to mental hospitals 
‘because their relatives and/or their doctor have not the neces- 
sary facilities for adequate treatment. Nowadays the average 
mental hospital is staffed by intelligent medical officers who are 
‘keen on the curative side of their work, and in addition run 
clinics for out-patients to which the general practitioner brings 
or sends his patient for consultation. Moreover, in the hospital 
itself much use is now being made of many modern methods 
of treatment. I would mention electro-convulsion therapy 
as an example. It is not quite clear what Dr. Rowson 
means by endogenous depression—i.e., whether manic-depressive 
psychosis or anxiety neurosis. E.C.T. cures a large mumber 
of the former, and the consultative clinic of the latter. But 
they are quite different conditions. 

Everyone who has worked in the larger mental hospitals 
would welcome improvements such as smaller wards and more 
female staff for the chronic cases, but those patients with acute 
depression are nowadays customarily treated in the “ admis- 
sion” or “acute”? wards, which are well equipped both for 
diagnosis and therapy. For those who can afford a moderate 


inclusive charge a private institution is often very suitable for | 
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cases of anxiety neurosis. I have myself worked i 
facilities for the cure cous 
ound in occupation therapy and the servi hospita 
chaplain.—I am, etc., 
Cambridge. A. KNyvett Gorpon. 
Protein Requirements of Adults 
Sir,—With reference to the leading article on the abov 
subject (Jan. 4, p. 19) I should like to point out that all 
protein requirement values based on balances are quite unrelj- 
able. . Everything being equal, the “requirement” varies in 
inverse ratio to the length of the period during which the 
subject has become used to a low protein intake. With a 
protein intake which even for three months may give a nega- 
tive balance, if the experiment is continued long enough, an 
equilibrium is frequently obtained. It is quite impossible to 
say what the minimum protein requirement is. Moreover it 
varies considerably from individual to individual, depending as 
= does on the function of the thyroid, etc. (High Blood Pressure 
1937). 
In the treatment of high blood pressure we found it was 
desirable to obtain requirement values for each individual 
But it is not generally realized that the availability of other 
substances, such as a large intake of inorganic bases, influences 
protein requirement (Harris, I., Ireland, J. T., and James, G. y, 
J. Physiol., 1941, 99, 370). Apparently the substances which 
are available in large quantities are more readily utilized. This 
has the force of a physiological law (Harris, L. et al., Studies 
in Hypertony and Prevention of Disease, 1946). Requirement 
value of protein not only depends on the protein intake but on 


the availability of other substances. Balances are clearly no | 
evidence at all of requirement. The minimum protein require-- 


ment is unknown, and it is difficult to discover what the 
optimum protein requirement is. It is equally possible to 
obtain an equilibrium on a 25-grammes-of-nitrogen intake and 
on a 5-grammes intake per day. The question arises, Which 
represents the optimum requirement? We do not know. The 
only way to find out the optimum requirement of protein and 
of many other substances is by prolonged clinical observation, 
A number of high blood pressure cases on low protein have 
been under my observation for some time, and at the Institute 
of Research for the Prevention of Disease a number of normal 
cases are kept on low protein diet, and from time to time 
their intake of nitrogen is checked by the determination of 
urinary nitrogen. Only in this way will it be ultimately possible 
to find out which ‘is the optimum protein requirement. It 
wauld be very valuable if all workers interested in the subject 
would co-operate in this most valuable experiment, pooling 
resources ; for it is necessary to have a very large number of 
cases under observation for a very long period before a definite 
conclusion can be arrived at.—I am, etc., 
Liverpool. I. Harris. 
Secondary Abdominal Pregnancy 

Sir,—An account of a case of this rare condition may be of 
interest. . 
Case Report 

The patient was a Bantu woman aged about 25 or 30. She 
stated that her husband had had syphilis, untreated except by native 
medicine, and that of her three children the first was stillborn, the 
second died at the age of 5 months, and the third died at 2 years. 
The causes of death were unknown—presumably syphilis. 

She was admitted here at full term on June 15, 1946, and anti- 
syphilitic treatment was begun. The abdomen was the size of a 
nine-months pregnancy and the child lying as a breech presentation. 
No abnormality was suspected at this time. On June 25 ol. ricini 
and an enema were given to try to induce labour, and this was 
repeated the next day and on July 4. On June 30 the child was 
found to be lying transversely; it was turned to a breech presenta- 
tion and a binder applied. On July 2 the presentation was difficult 
to define; the limbs were felt near the umbilicus. For the next 
three days the woman had intermittently what appeared to be labour 
pains, but on vaginal examination there was no “show” and no 
dilatation of the cervix, which was noted to be firmer than usual 
for full-term pregnancy. The presenting part could not be clearly 
felt. On July 5 the “ labour pains ” began again, and the patient’s 


general condition began to deteriorate. To our surprise she not only 
consented to operation but asked for it. ._The women-~-here .are 
often reluctant to undergo operation. 
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be employed for caesarean section.—I am, etc., 


Fes. 1, 1947 
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The abdomen was opened by a median incision. The incision of 
she peritoneum also opened the child's sac, and at once rather foul- 
gmelling yellowish fluid escaped and the child’s foot presented. 
The child was lying transversely ; it was alive. The placenta was 
thin and friable and its edges difficult to define. As much as 

ible was removed. There was surprisingly little haemorrhage. 
er exploring the abdomen it was found that the uterus, enlarged 
to the size of a three-months pregnancy, was lying towards the left 
. jfiac fossa and that the tube and ovary of the left side were normal. 
The right tube and ovary could not be found. The child had been 
‘ag in a thin-walled sac, apparently of peritoneum, whose attach- 
were to the right side of the pelvis and right iliac fossa. The 
placental connexions were entirely within this sac. There were no 
F at all to bowel, but a few tags of membranous exudate 
were on the abdominal surface of the sac. There was no connexion 
the uterus and the sac, the thinnest part of which was 

excised and the gap sutured. The abdomen was closed without 
drainage. At the end of the operation a large dilator was passed 
the cervix, and on the day after the operation there was 


at any time before or after operation. 

The child had no obvious abnormalities; it cried well and took 
fluids the first day, but died on the second day. No post-mortem 
examination was possible. 

A report (for which I am indebted to the Pathology Depart- 
ment of Witwatersrand University of Johannesburg) states: 
“The section showed no sign of tubal tissue. There was a 
large amount of blood clot and chorionic villi pregnancy. 
From the sections it is difficult to determine whether preg- 
gancy was tubal or intraligamentous.” On questioning the 
woman afterwards I tried to find if there had been any symp- 
toms of tubal pregnancy in the early months, but could get no 
dear history from her. She made a good recovery and the 
wound healed well in spite of her being found sitting on a 
bed-pan on the floor on her first post-operative day and having 
an epileptic fit on the third day. 

The probability in this case is that there had been a tubal 
pregnancy followed by intraligamentous rupture of the tube 
with the survival of the membranes, as the sac appeared “to 
consist of broad ligament and there were no placental adhe- 
sions to bowel. Unusual features of the case are that the child 
was alive after three days’ “spurious labour” and that there 
was no “ decidual cast” or other discharge from the utefus.— 
am, etc., 


Blantyre, Nyasaland. R. GWEN Dass? 


Trilene in Labour 
 §ir,—Trilene has been recommended as a suitable anaesthetic 
for women in labour. No one will deny that it can be danger- 
ous, and there is evidence that it delays coagulation time, affects 
the conduction in the heart, and may damage the nervous systefn 
and liver. When it is used as an analgesic in normal labour the 
tisk is probably small, but until a sufficiently large series of 
cases has been observed and recorded its safety should not be 
taken for granted. 

As an anaesthetic for instrumental delivery it is doubtful if 
ithas any advantages over other available means, and it appears 
to be definitely dangerous for caesarean section. It was used in 
82 cases in a continuous series of 272 caesarean sections during 
3 years and 9 months to September, 1946. Five of the mothers 
who received trilene collapsed and died within 6 days ofthe 
operation. Neither the clinical condition of the patient nor 
post-mortem examination revealed any cause for the. death. 
Only one death occurred among the 190 cases not receiving 
trilene. In the absence of further evidence trilene should never 


Isleworth, Méds. D. M. Stern. 


Rubella and Pregnancy 
Sir,—I venture to send you a personal experience on this 
subject and apropos of your leading article (p. 778, Nov. 23, 
1946). I have a little grand-daughter aged 6 years who is 
a deaf-mute. Her mother (my daughter-in-law) had German 
measles in the third month of her pregnancy. | 


.. An excellent little school was found at Cuckfield, in Sussex, 


in which there are 15 deaf-mute children—all the same age and 
all apparently victims of an epidemic of German measles which 


_eecurred in 1940. In 13 out of the 15 children there is a defi- 


rery slight blood-staining of a vulval pad, but no other discharge | 


nite history of the mother having had German measles in the 

early months of the pregnancy. 
This is strong evidence on the question of aetiology. The 

occurrence of deaf-mutism is such a domestic catastrophe and 


permanent sorrow that I advocate inducing abortion, as | under- — 


stand is being done in Australia. But I am in my ninety- 
second year and unable to take active steps in any cause; I 
therefore hope that you can.—I am, etc., 


Lancing, Sussex. ROBERT SANDERSON. 


Surgical Aspects of Roundworm Disease 


Sir,—The interesting article on “ Surgical Aspects of Round- 
worm Disease” by Capt. F. Barber (Jan. 11, p. 49) prompts 
me to make a few comments. In West China we have also 
been impressed by the great variety of symptoms produced by 
roundworm infestation. I have no clinical records of these 
cases with me.and so can only write from memory. 


A Chinese girl of about 16 had attacks of very severe abdominal 


colic; a tentative diagnosis was made of intestinal volvulus and - 


strangulation—we had seen a case recently that proved to be that 
at operation. At laparotomy of this girl the small intestine was 
found to be a mass of knotted worms. The abdomen was closed; 
the patient was treated with anthelmintics and made an uninter-, 
rupted recovery. 

Another case was a European boy of about 4. He was not well 
for 1-2 days; ova of the roundworm were found in the faeces, and 
he was treated with santonin. 
improve but developed into a more typical case of appendicitis with 
local signs. At operation the appendix was removed; it was 
definitely inflamed and there was a roundworm occupying the whole 
length of the lumen. The sequence of events in this second case 
is very much open to discussion. Was it appendicitis in the first 
place? Or did the santonin cause the worm to take refuge in the 
appendix and secondarily set up inflammation in that organ? — 

I would like to add a few comments on treatment.’ In the 
type of case illustrated by the first case above and Capt. 
Barber’s Case 1, | wonder why he recommends removal of the 
worms surgically. Capt. Barber says: “ Medical anthelmintic 
measures are not advisable for at least two weeks after incision 
and suture of the gut...” This se¢ms to me a contraindica- 
tion to taking the unnecessary risk of opening the gut. Most 
of these cases are children who have a general anaesthetic 
which itself is an anthelmintic, and some worms are subse- 
quently passed and vernited ; when the gut has not been opened 
ordinary anthelmintic measures can be instituted 2-3 days 
after operation. At laparotomy for other conditions I have not 
infrequently seen knots of worms in the intestines but have 
never removed them surgically. 

In the type of case illustrated by Capt. Barber’s Case 2 |] 
would favour laparotomy if there is serious question of appendi- 
citis ; the danger of delay.and purgatives, especially in children, 
is a real one. I can remember three Chinese children whom ] 
lost with perforated appendicitis, one of whom had orthodox 
Western treatment for worms the day before I saw it, and the 
other two had had a few days’ treatment with Chinese medicine, 
which was probably herbal anthelmintics and purges. I should 
add that these three certainly had worms—I found them loose 
in the abdomen.—1 am, etc., 


Alderley Edge, Cheshire. F. CHRISTOPHER Mappox. 


Osteomyelitis of the Spine 


Sir,—Articles have recently appeared in the Journal by 
Mr. Harry Freeman (Oct. 26, 1946, p. 610) and Mr. Peter 
Martin (Nov. 9, 1946, p. 688) dealing with pyogenic osteo- 
myelitis of the spine. May I be permitted to draw attention 
to a case which I described in detail in 1935 (J. Bone Jt. Surg., 
1935, 17, 468) as having some interest in connexion with this 
condition? 

A female patient aged 20 was admitted to the Royal Sea Bathing 
Hospital for ‘“* surgical”’ tuberculosis on Aug. 22, 1932, with a 
chronic osteomyelitis. of the lower third of the right femur., While 
awaiting an operation for saucerization and skin grafting of the 
diseased area in the femur (after the method devised by Dr. Basil 
Armstrong, medical superintendent of the hospital), she developed 
a spastic paraplegia which was complete—with involuntary spastic 
muscle contractions occurring in flexion, complete loss of sensory 
perception up to the fifth rib, and loss of control over micturition 
—by October, 1932. . X ray of the spine revealed no abnormality. 


Next day the condition did not — 
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X-ray examination following injection of, “lipiodol” into the 
cisterna magna and into the lumbar region of the subarachnoid 
space with inversion of the patient revealed an extramedullary block 
extending from the body of the second thoracic vertebra to the 
lower border of the fourth. Laminectomy was contemplated, but 
by Nov. 10 slight objective sense perception was demonstrated and 
some control over micturition was evident. Steady improvement 
occurred, and normal function and normal signs in both lower limbs 
were established by May 15, 1933. 

On July 12, 1933, an abscess made itself evident at the vertebral 
border of the right scapula. This was incised, and the subsequent 
sinus healed in six weeks. A pure culture of Staph. albus was 
grown from the abscess pus. There were no signs or symptoms 
referable to the back prior to the developement of the abscess. 
Examination as an out-patient in May, 1934, showed the femoral 
lesions to be completely healed and epithelialized, and the spine and 
back seemed perfectly normal. 


it remains a matter of speculation whether the above 
sequence of events was due to a metastatic abscess unrelated 
to a focus of bone infection, or whether the abscess developed 
secondarily to a “minimal” bone lesion too small to be 
detected by x-ray examination, as occurred in Case 1 of 
Mr. Martin’s series (Nov. 9, 1946, p. 688).—I am, etc., 


Cleveland, Ohio, U.S.A. T. Francis JARMAN. 


Alr Crashes and Fractured Spines 


Sirn,—The development of civilian flying seems to be causing 
an increase in the number of fractured spines, and their treat- 
ment may now have to be undertaken by those inexperienced 
in the application of hyperextension plasters. Serious sores 
may be easily caused, and yet they can almost always be 
avoided if the two following precautions are taken: 

(1) A strip of adhesive felt 6 in. (15 cm.) wide and about 36 in. 
(0.9 m.) long is fixed down the centre of the back over the spinous 
processes and smaller strips of the same material cover the iliac 
crests, symphysis, and manubrium. Stockinette or an old bathing 
costume may be put over this, but no cotton-wool should ever be 


(2) The first plaster of Paris applied to the back of the hyper- 
extended patient must be a 6-in. longitudinal slab from the base of 
the neck to the sacrum. This is held in place by circular 6-in. 
plaster bandages, supplemented of course by additional slabs and 
in particular by the all-important anterior strut, which takes its 
bearing on the manubrium sterni and symphysis pubis. The common 
mistake is to start with circular bandages round the lumbar region 
(which is af course in marked lordosis), with the result that they 
tend to slip down into the lowest part of the hollow of the back 
and make a sharp transverse ridge which can and does cause 
disastrous plaster sores. 

Every orthopaedic and fracture department has of course the 
necessary equipment, but it is my firm belief that even the 
smaller hospitals should always have a stock of 6-in. plaster 
bandages and adhesive felt.—I am, etc., 

London, W.1. Eric I. Lioyp. 


Eye Surgery 

Sir,—It is not my desire to counter any criticism in your 
review of my book Eye Surgery (Dec. 28, 1946, p. 989), but 
{ feel unable to allow your reviewer’s statement about 
Krénlein’s operation to pass unchallenged, for if this is 
accepted by your readers it will give a wrong impression of a 
valuable operation. The comment in your review is thus: 
“Few surgeons who have tried it will agree that a Krénlein’s 
operation is particularly valuable for the removal of retro- 
ocular new formations.” All the cases which I have done of 
Krénlein’s operation for an orbital neoplasm have recovered 
visual acuity, in some instances from percéption of light to 
6/6 (partly), and the visual field has improved very appre- 
ciably. In two of these cases orbital exenteration had been 
advised by more than one surgeon. In one case transfrontal 
craniotomy had been done at Oxford, where the report was 
that “the orbital neoplasm was not seen.” Nine months later 
[ removed it by Krénlein’s operation ; the patient was spared 
exenteration; the optic nerve which was stretched over the 
neoplasm recovered almost entirely, save for a small defect in 
the visual field. 

Another point made in the review concerns the use of two 
needles for dividing thick capsule remnants. The reviewer 


writes: “ Whether one needle bent at an angle should be used 


in operations with two needles seems a moot point M™ 
surgeons prefer to avoid angled instruments, since direc oo 
is less certain than with straight instruments.” He will ro 
read earlier in the book my comments about Straight jase. 
ments making precision work easier than is the case with angled 
instruments. The latter are, however, necessary in enterin 
the eye from the nasal side, as in capsulotomy with two needles 
and in using a keratome on a deep set eye with Prominent supra. 
orbital margin. It is quite impossible to use anything but an 
angled instrument under these circumstances, the nose and brow 
forming obstacles. 

Another comment which I think is likely to mislead is: “ The 
author likewise probably takes an extreme view in believin 
that malignant melanomata of the choroid are not so radiosenat 
tive as glioma of the retina.” Although I have had success 
in irradiating malignant melanomata of the choroid with radon 
seeds sutured to the sclera, it is a fact that these neoplasms 
are not so radiosensitive as gliomata retinae. 

I express my grateful thanks and appreciation of your 
reviewer's generous remarks. elsewhere in his review.—] am, 
etc., 

London, W.1. H. B. STALLARD 


Defective Colour Vision in Industry 


Sir,—In the opening sentence of the leading article (Dec. 2) 
1946, p. 948) you make an excellent point when you say 
“Defective colour vision, more commonly and less accy 
rately called colour-blindness . . .” That you should empha- 
size the frequency of terminological inexactitude in this 
connexion is of great importance at the present time when 
the role of colour vision in industry is receiving greater atten- 
tion. So many. of the so-called anomalous trichromats declare 
most emphatically that they are not colour-blind, and their 
contention is undoubtedly correct. The explanation of the 
defect as a faulty colour appreciation is well received, and 
now is the time to urge very strongly that the term colour- 
blind should be replaced by the term colour-defective. 

The time is also opportune to suggest that the presence of 
defective colour vision is only in a limited number of cases a 
bar to the efficient performance of many of the tasks men- 
tioned in your article. As is well known, the R.A.F. had many 
colour-defectives who, as members of aircrew, played an 
important role in all commands, and the salvage of manpower 
achieved by the use of the colour-defective safe category wa 
considerable. This “safe” category has, however, been sub- 
jected to much criticism—perhaps the most important being 
that the personal equation of the examiner was too great. 
During the war much work was done in this country and in 
America to work out the permissible degree of colour-defect 
for certain tasks. Clearly there is a great field for the salvage 
of colour-defectives in industry just as in the Services, but it 
is now realized by all who have been asked to do colour vision 
testing on a large scale that the problem is exceedingly com- 
plex and admits of no easy solution. Difficult borderline cases 
will always appear. 

Later in the article you are on less sure ground when you 
state that the mothers of male colour-defectives are not them- 
selves affected. It is probably true to say that these relatives 
are not so grossly affected, but by more accurate testing 
methods—anomaloscope or colorimeter—quite a number of 
these women show a definite deviation from normal. Pickford’ 
has investigated this problem, and he found among the female 
relatives of colour-defectives a considerably higher incidence 
of colour defects than the expected. I have seen one or two 
families where the sister of colour-defective brothers has had 
a marked degree of colour defect—I am, etc., 

Dundee. JoHN GRIEVE. 

REFERENCES 


1 Nature, 1946, 157, 376. 
2 Ibid., 1944, 153, 409.. 


Diet and Canine Hysteria 


Sir,—As a member of the sister profession may I be allowed 
the courtesy of the use of your columns to comment upon the 
report (Dec. 14, 1946, p. 885) of Sir Edward Mellanby’s feed- 
ing experiments? This piece of work has aroused lively interest 
in the veterinary world, and we would all most heartily’ wel- 
come a final elucidation of the aetiology of canine hysteria. 
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of course according the greatest respect to the work of 


eminent a scientist as Sir Edward, I feel, as a clinician, that 
his findings do not quite fit in with all the known facts con- 

ing hysteria’ as it occurs in the field. In the first place, 
sir Edward stresses the occurrence of epileptiform fits among 
ihe symptoms, unconsciousness lasting sometimes half an hour 

to 36 hours; yet I must say at once that such fits are 
not 2 prominent feature of canine hysteria in the field. Is the 
“condition produced by Melilanby that which a veterinary 

eon recognizes clinically as hysteria, or is it some other 
condition ? 

| personally have always held that canine hysteria had an 
alimentary aetiology, and I favoured a toxic rather than a 

iency factor. The recent experiments appear to confirm 
the first belief and incriminate treated wheat flour as the actual 
cause. It is alleged that dogs fed on a diet containing agenized 
four will contract hysteria, while control animals fed on the 
ame diet but with the cere portion not agenized will not do 
w. It is said that 90% of the flour consumed in the country 
is agenized, and it is scarcely conceivable that animals, whether 
consuming bread or biscuits, can avoid consuming agenized 
four. The racing greyhound, of which there are many 
thousands, is normally fed (in times of abundance) upon stale 
pread soaked in gravy, mixed, of course, with other foodstuffs. 
fhe majority of this must have been agenized. 

It is pertinent therefore to ask why all these animals up and 
down the country have not been in a perpetual state of hysteria. 
Yet the occurrence of hysteria is comparatively rare and very 
sporadic. Can it be contended that an immunity is acquired 
from the consumption of bread? If so, why are only some 


and not all immunized? It is certainly true that recurrence 


in the same animal is most unusual. 


It has been my experience, and that of. many others, not 
acluding Sir Edward, that to change the food or its source has 
been practically all that was needed to abort an outbreak in a 
kennel or stop an attack in an individual. This must have meant, 
in innumerable cases, changing from one make of bread or biscuit 
to another make; in effect to feed on food made from an entirely 
different consignment of flour. This led to my strong belief that 
the aetiological factor was possibly a parasite of wheat or a mould 
on the stale bread, especially as Russell Greig had proved (in 1922) 
that what he then called epileptiform convulsions could arise from 
the presence in the alimentary tract of a wheat parasite—Tilletia 
tritici (bunt or stinking smut). Such a theory is not yet disproved. 
Although it is claimed that the real incidence of hysteria occurred 
at about the same time as the introduction of the agene process, 
yet there are in the literature references to hysteria made earlier 
than this, and I have known of the disease almost as long as I have 
been in practice—now 35 years. It is open to doubt if hysteria 


reported, since it may only be that the diagnosis has been more 
complete. In the kennel of some 300 greyhounds over which I 
have veterinary control I have not had to report a single case of 
hysteria for more than a year. The last attack—in about half a 
dozen dogs—occurred about two years ago. I have seen about 
seven cases in private practice during the past year. In the mean- 
time I am making inquiries in other countries, which may throw 
light on the subject. It would be enlightening to know the total 
number of dogs employed in Mellanby’s experiments and what was 
the actual percentage which contracted hysteria. 


There are other issues, too, which could be raised if space 
would permit. Anxiety has been expressed in the lay Press 
and elsewhere that humans should be obliged to consume food 
which is proved to be unsafe for dogs. Is it assumed that such 
food would produce hysteria or epileptiform fits in man? So 
far as I am aware there seems as yet little evidence that the 
general health of mankind has suffered in consequence; at 
least I am not aware that either of the above conditions has 
been on the increase in man.—I am, etc., 


London, N.W.11. HAMILTON Kirk. 


Mental Deficiency 


Sirn—Dr. Mary N. M. Paulin (Jan. 4, p. 31), in drawing 
attention to an inaccuracy in “Any Questions” under the 
heading “‘ Mental Deficiency” (Dec. 14, 1946, p. 929), herself 
makes an inaccurate statement. I had hoped that by this time 
some more authoritative person than myself would have drawn 
attention to these inaccuracies, but as they seem to be likely 
to be passed unchallenged I feel I must do so, as failure to 


has really increased from the very early days when it was first - 


realize their significance may cause distress to many parents. 
The question is somewhat complicated, so that for. the sake 
of brevity 1 shall mention only the main points. Dr. Paulin 
states that “ the Education Act of 1944 gives to local authori- 
ties the power to order special educational treatment for 
mentally deficient children... .” [The italics are mine] h 
should be noted that the phrase “ mentally deficient” has been 
abolished from the educational world by the Act and should 
not be applied to educable children. Those who are backward 
but educable are now known as educationally subnormal. 

Referring to the original question (Dec. 14, 1946), I have 
difficulty in understanding it. If the child is an “idiot” as 
stated in the question he is ineducable. The local education 
authority cannot send him to a special school. It is their clear 
duty to refer him to the local (mental deficiency) authority. 
If he is educable he is certainly not an “idiot.” (An idiot is 
a person who is unable to guard himself against commor 
physical dangers.) Referring to your answer (Dec. 14, 1946), 
I again find a difficulty. If a child is “certified as a mental 
defective under the Mental Deficiency Acts of 1913 and 1927" 
he is beyond the jurisdiction of the local education authority 
and cannot be sent to a school, ordinary or special. The local 
(mental deficiency) authority can send him to an institution at 
the instance of the parent or guardian, or under certain other 
conditions such as neglect. 

If the word “idiot” is used inadvertently in the question 
and should be replaced by the words “educationally. sub- 
normal,” then it is the duty of the local education authority 
to provide special treatment in an ordinary school or, if they 
think desirable, in a day or residential special school (unless 
the parent makes other suitable arrangements). If the child 
is ineducable it would be not only illegal but also most 
undesirable in the interests of other children to allow him te 
attend school. If he is educationally subnormal it is essential 
that he should have appropriate educational treatment, and, if 
the backwardness is very marked, it is unlikely, as is suggested 
in your answer, that such education could be provided in a 
village school. 

The Education Act of 1944 allows for appeal by the parent 
to the Minister of Education against the decision for special 
educational treatment or for reference to the local (mental 
deficiency) authority. It should be -realized that in this and 
various other ways the interests of the child and the rights and 
feelings of the parents are very carefully protected by the Acts. 
Various circulars issued by the Ministry have emphasized this. 
For the educable there is in many areas a shortage of accommo- 
dation in day special schools, and throughout the country there 
is very serious lack of accommodation of residential special 
schools ; and for the ineducable there is gross lack of institu- 
tional accommodation. Hence it is in only very clear-cut cases 
that an educational authority is likely to want to send an 
educable child to a special school or a local (M.D.) authority 
to want to send an ineducable child to an institution.—I am, ete.. 


Nottingham. A. A. BE. NewrTu. 


Age Limit in Advertisements 


Sir,—I was interested to read the letter from “ Dunmar * 
(Dec. 28, 1946, p. 1007) on the age limit for whole-time posts 
under the various ministries. There appeared a short time ago 
an advertisement for a regional medical officer under the N.H.1L. 
Having reached the ripe old age of 50 in March I found I was. 
six months too old for it. The fact that I was too old was 
due entirely to the four years I spent in the Army, 1914 to 1918, 
before beginning my medical training. I was then, in common 
with thousands of others, labouring under the delusion that in 
fighting for my country I was more fitly serving it. 

In the 1930s a similar post was advertised for Scotland, the 
age limit then being 35, again debarring ex-Service men. Last 
year there was a vacancy in Scotland again, the age limit 
being raised to 45. This still excludes men like me, but also. 
proves that the age limit is capable of adjustment. 

I sent for an application form for the posts advertised in. 
November, and was much interested to read that not only did 
my old age count against me, but the disgrace of never having 
been captain of the school, never having been even a prefect 
had put me beyond the pale. I received my early education. 
among the very men who are patients under the N.H.L., andi 
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_presumably should know them. Alas, no old school tie was 
ever issued or thought of, and, in the few intervals between 
having the fear of God and the love of the three Rs drilled 
into us, we kicked a ball about the playground and imagined 
this Sport. Now, although I have over 20 years’ experience of 
working the N.H.I. Act, I am evidently unfit, thanks to my 
war service and my background, to apply for, posts where 
knowledge of and experience with the worker is so desirable. 
[ am sending a copy of this letter to the Minister of Health 
for his consideration.—I am, etc., 


BLack 


Future of the Colonial Medical Service 

Sm,—The Report of the Harragin Commission to West 
Africa on proposed revision of salaries has done nothing but 
cause further discontent, and if put into ‘effect will seriously 
influence recruitment and, perhaps, lead to many resignations 
from serving members, particularly those who are at the 
beginning of their career. I wonder if those members of the 
profession who intend to answer the “ Utopian advertisement ” 
inserted in the Journal, and pethaps join the Service, really 
know how the salary offered to doctors compares with that 
of other members in the Colonial Service. Would they join 
if they knew that, for instance, a cadet in the Administrative 
Service, average age 21 to 23, is to be offered £535 per annum 
and makes just on £100 per annum in allowances, bringing his 
total income to £635 per annum? The proposed salary for the 
medical officer is £680 per annum—and without the possibility 
of private practice, which it is proposed to abolish, or the 
opportunity of claiming allowances. This amounts to down- 
grading the status of the doctors, because cadets are to have 
their initial salary increased by £135 and the doctors, by £20. 
The cadet has no qualifications or expensive training, only 
undergoing a short “Colonial course” at the university, and 
commences to earn his pension when he joins at the age of, 
say, 23. Compare this with the doctor who has five years’ 
training and two years’ earning little money (house appointments 
and D.T.M. and H. course) and joins at the average age of 27, 
thereby “losing” four years on his pension as compared with 
the cadet. 

If you knew that a layman four years: younger than yourself, 
who had no special qualification for his job, was earning only 
£45 less, would you accept the post on the salary offered? If 
£850 per annum were the salary offered I think there would be 
little cause to complain. Furthermore, while nearly all other 
departments have had an increase in the region of £200 on 
’ their maximum, the medical officer's maximum remains the 
same (£1,200), while senior medical officers have a miserly 
increase of £35. Further downgrading of the status of the 
profession is shown by the fact that nursing sisters, who must 
possess both S.R.N. and C.M.B., are to be graded below 
secretary-typists. 

The fact that Africans’ salaries have been raised, although 
disguised as a cost-of-living award—and it is proposed to 
increase them still further—is too preposterous to comment 
upon. For those who think of entering the Service it is as 
‘well for them to consider the above facts in relation to the 
apparently rosy prospects offered in the advertisement.—I 
am, etc., 

DISILLUSIONED. 


History of Arab Medicine 


Sm,—Permit me to make the following comments in reply 
to a statement made in a letter by the late Dr. A. R. Neligan 
(Dec. 14, 1946, p. 919). Dr. Neligan writes: “ The Arabs, avid 
of knowledge and industrious translators of Greek medical and 
other texts, produced few physicians of note. ‘* Arabian” 
medicine was largely the work of Persians, Jews, and Syrians.” 
This statement is as misleading as it is incorrect, and reveals 
little familiarity with the history of medicine in general and 
the history of Arab medicine in particular, as recorded by 
Arab historians (in Arabic) and other western scholars of Arab 
and Islamic culture of the period in question. However, it is 
impossible here to more than just point out a few features of 
major Arab contributions to the sciences and medicine. From 
the standpoint of history “transmission is no less important 


att. 


. 
and essential than origination, and the line between both is 
often hypothetical.” In the words of the eminent 
Prof. P. Hitti, “Had the researches of Aristotle, Galen, ang 
Ptolemy been lost to posterity the world would have been 
poor as if they had never been produced.” os 

The “ Arabs” are the people of the Arab, and later Islamic. 
Empire, of which Persia—the fertile crescent—Egypt, and late; 
Spain formed part, and in which the “ Arabians” were the 
inhabitants of the peninsula. Arab civilization embraced the 
Arabian, with which it was conrected by linguistic and later 
toa lesser degree, by religious ties ; and throughout the period of 
the Caliphate the Arabs (Arabians, Syrians, Persians, 
tians, and others ; Moslems, Christians, or Jews) were the fore 
most bearers of the torch of enlightenment and learning (with 
special stress on the humanities), and in Arab-Islamic civilizg. 
tion as such the cultural unity of the Mediterranean basis 
found its final culmination. As a result the world remains 
indebted to the legion of Arab stars in the firmament of science, 
culture, and medicine, of which Al Razi and ibn Sina were 
two. As late as the 14th century Christians stood helpless 
before the “ black death ” then ravaging Europe, and considered 
it an act of God. However, the Arab Moslem physician Ibp 
Al Khatib, of Granada, held that infection and contagion spreag 
the disease, and thus anticipated Pasteur by five centuries. Here 
is a passage of his treatise: “ To those who say, * How can we 
admit the possibility of infection while the religious law denies 
it?’ we reply that the existence of contagion is established by 
experience, investigation, and the evidence of the senses, ang 
trustworthy reports. These facts constitute a sound argument, 
The fact of infection becomes clear to the investigator who 
notices how he who establishes contact with the afflicted gets 
the disease, whereas he who is not in contact remains safe, and 
how transmission is effected through garments, vessels, and 
savings.” This could have been written only yesterday, except 
that when made such heretical statements in Europe might have 
brought on the vengeance of the Church and perhaps cost the 
life of such a heretic. 

May I mention one or two ‘names that stand apart as great 
beacons in medical history? First, the Arab surgeon Abu Al 
Quasim Al Zahrawi (fl. 1013), who in his voluminous works 
summarized the surgical knowledge of the period and intro- 
duced new ideas—as the treatment of wounds by cautery, the 
crushing of stones inside the bladder, and the necessity of vive 
section and dissection. His illustrations of instrument 
influenced Arab doctors and helped lay the foundation of 
surgery in Europe. Secondly, Ibn Zuhr (1091-1162), of Seville, 
was as outstanding in medicine as Abu Al Quasim Al Zahrawi 


_was in surgery, both being prolific writers. Ibn Rushd, writing 


of him, says, “Ibn Zuhr is the greatest physician since Galep 
and the greatest clinician since Al Razi. He was the first to 
discuss feeling in bones and to describe the itch-mite scabies 
(jarab), though Al Tabari (10th century) anticipated him in its 
discovery.” 

The list of great names is too long.* I would conclude by 
pointing out that a perusal of medical history would disprove 
any such statements as those made by Dr. Neligan, and a littl 
study of the subject in review would be amply rewarding both 
in revelation and interest.—I am, etc., 


Jerusalem, I. B. 


ra 


The twenty-third annual report of the Ella Sachs Plotz Foundation 
for the Advancement of Scientific Investigation records that during 
1946, the year covered by the report, grants were made to twenty 
institutions and investigators to aid research. Grants are given ip 
the sciences closely related to medicine, without reference to special 
fields, and to the end of 1946 the Foundation had distributed 55] 
to scientists throughout the world. Applications for grants to 
be held during 1947-8, which must reach Dr. Joseph C. Aub, 
Massachusetts General Hospital, Fruit Street, Boston, 14, 
Massachusetts, U.S.A., by the beginning of April, must state the 
qualifications of the investigator, give an accurate description of 
the research, state the amount of grant requested, and describe the 
specific use to which the money will be put. Applicants should alse 
state whether or not they have approached other foundations for 
financial assistance and what other sources of support are relied oa 
for research. Letters of recommendation from directors of the 
departments in which the work is to be done should be included, it 
possible. 
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| Obituary 

Dr. CHARLES WELLWOOD RuBIDGE died at his home in 
-Reinet, Cape Province, South Africa, on Dec. 8, 1946, 

at the age Of 52. Dr. Rubidge was the only son of Dr. 
’ L. Rubidge, who started the first medical practice in 
Murraysberg. Dr. Charles Rubidge began his education’ at 
Selbourne College, East London, where his father was then 
in practice. Later he joined the first batch of students at the 
Grootfontein Agricultural College in 1910. He completed a 
gwo-year course and took over a farm just north of Graaff- 
Reinet. Then the outbreak of the first world war prompted 
an al for more medical men. Dr. Rubidge responded by 
entering Edinburgh University with his sister. He qualified 
MB. Ch.B. in 1920. Returning to South Africa he married 
Dr. Anne Macdonald, a fellow student at Edinburgh, and for 
next twelve years they carried on a large practice at 
Willowmore. Dr. Rubidge’s health was not 
, and so in 1932 he left Willowmore for a much less 
strenuous life in practice at Graaff-Reinet. His wife died some 
six years ago, and Dr. Rubidge, whose death is a great loss to 
the profession in South Africa, is survived by his father and 


Rhodesia. 


Davip Josson Scott, who died on Dec. 9, 1946, on his way 
home from Australia, was a notable son of a West of Scotland 
manse. His boyhood, as the third son of a family of boys and 

irls, was spent at Craig, near Montrose in Angus, where his 
=. had become the parish minister. He was educated at 
Montrose Academy, and graduated M.B., Ch.B. with honours 
at Edinburgh University in 1903. During his student days he 
was a keen member of the old “ Volunteers,” and in 1 he 
enrolled in the “ Edinburgh and East of Scotland Hospital,” 
serving with that unit in the South African War. On the termi- 
nation of hostilities he came back to Edinburgh and resumed 
his medical studies. In 1905 he obtained the D.P.H. of 
St. Andrew’s, and in the following year the Edinburgh M.D. 
After completing a term as house-surgeon at Dundee and carry- 
ing out several appointments as locum tenens in industrial dis- 
tricts in England he finally settled down in a country practice 
in the Cotswolds. Here, as a much-loved and respected family 
doctor, he was able to develop his natural ability for combining 
work with play. Regularly he turned out with the hounds, 
becoming quite an authority on beagles, as his handbook, 
Beagling for Beginners, will testify. For some eight years he 

ised successfully before moving to London with the inten- 
tion of taking the F.R.C.S. and devoting himself to we wth 
The war of 1914 intervened, and he found himself mobilized 
as an officer in the R.A.M.C.(T.). He served with much distinc- 
tion with the British Expeditionary Force on the Continent as 
lieutenant-colonel in command of the 1/2 Lowland Field Ambu- 
lance, being twice mentioned in dispatches and awarded the 
Military Cross. The French nation acknowledged his service 
Mo their cause by the award of the Médaille d’Honneur avec 
sate en vermeil. On returning to civilian life once more he 
ound an outlet for his restless energy in the study of law, and 
in 1922 he qualified as barrister-at-law of Gray’s Inn. About 
this time he joined the staff of the Ministry of Pensions, and 
it was here, as an established Civil Servant, that he spent the 
remaining years of his professional life till his retirement in 
1942. In the 1939 war advancing years compelled him to limit 
his zeal for active service to, the Home Guard, with which he 
served as medical officer. Jobson Scott's essentially tidy and 
precise mind and manner were tempered by a pawky Scots 
wit. He was a great raconteur and quite at home in any com- 
pany. His kindly sympathy for the disabled ex-Service man 
was proverbial. A man of liberal outlook, and a favourite 
with all his colleagues, his untimely end is a loss to the 
profession. 


Dr. Kintocu Fatconer, for the past twenty years medical 
officer of health to Durham Rural District Council, died at his 
home in Belmont on Dec. 27 at the age of 55. Dr. Falconer 
was a graduate of Glasgow University. He took the M.B., 
Ch.B. in 1912, and for some — he wa» in private practice. 
Then he became attracted to the public health service and took 
the D.P.H. of Oxford in 1922, proceeding M.D. a year later. 
His first public health appointment was as assistant school 
medical officer to the Oldham Education Committee. Then 
he became M.O.H. to the Droylsden Urban Council, near 
Manchester, and it was while occupying this post that he 
applied successfully for the appointment of M.O.H. to the 
Durham rural authority. He took over from the late Dr. 
Harrison in 1926 and became the first full-time medical officer 


by his sister, Dr. Louie Rubidge, who practises in Salisbury, 


of health in the area. Marked improvements in housing condi- 
tions in the Durham rural districts can be largely attributed to 
his activities, which were essentially directed towards the relief 
of overcrowding and provision of new houses. In this particu- 
lar area over 2,500 council houses had been erected when the 
recent war put an end to building operations. The sympathy 
of all who knew Dr. Falconer and admired his achievements 
in Durham will go out to his widow. Their only son, Andrew, 
lost his life in 1941 when the ship in which he was serving in 
the Merchant Navy was torpedoed off the West Coast of Africa. 
Dr. Falconer had been a member of the British Medical Associa- 
tion for over thirty years, and he was also a Fellow of the 
Society of Medical Officers of Health. His chief interest was 
always in his work, but he was an active gardener, a keen angler, 


and was interested, too, in the cleaning of old pictures. 


Dr. MICHAEL WALTER WeEsT, of Earl's Court Road, London, 
was found drowned on Jan. 1. Dr. West, who was only 27, 
had been a student at St. Mary's Hospital and he qualified in 
1942. He had been resident medical officer at the Shadwell 
Branch of the Queen Elizabeth Hospital for Children, and had 
served as a surgeon-lieutenant in the R.N.V.R. He was 
demobilized about a year ago, and his tragic accidental death 
will be deeply regretted by all who knew him. 


WILLIAM OssorRNE GREENWOOD died at Harrogate on Jan. 8 
at the age of 75. He was both a doctor and clergyman, being 
ordained to the curacy of the parish of Spofforth in 1930, but 
continuing his medical work at the same time. Dr. Greenwood 
was a student of Leeds University. He took the L.S.A. in 1901, 
the M.B., B.S. of London in 1903, and the Leeds M.B., Ch.B. 
in 1905. He began his medical career at the Leeds General 
Infirmary, where he was house-surgeon to the late Lord 
Moynihan. From that time onwards he took an increasing 
interest in obstetrics and received the F.R.S.Ed, for his early 
work in connexion with scopolamine-morphine semi-narcosis 
during labour. Dr. Greenwood, who in later years was an 
invalid, was well known for his lectures and treatises, many 
of which combined the subjects of religion and medicine. Two 
of his more important works were Biology and Christian Belief 
which appeared in 1938, and his 1941 essay Christianity and 
the Mechanists. 


Dr. MicHaeL Deeny died at his home in Lurgan on Jan. 10 
at the age of 69. Dr. Deeny was a native of Dungiven, 
Co. Derry, and was educated at St. Columb’s College, Derry, 
and the Royal College of Surgeons, Dublin. He qualified in 
1903, and was elected F.R.C.S.I. in 1933. After a brief period 
as house-surgeon in the Mater Hospitals of Belfast and Dublin, 
Dr. Deeny went into general practice in Lurgan. He had been 
a member of Armagh County Council, and in that connexion 
took a particular interest in the work of its Asylum Com- 
mittee, of which he was still a member at the time of his 
death. He was also a J.P. and a large property owner. Dr. 
Deeny was one of Lurgan’s leading practitioners, and he had 
been a member of the British Medical Association since 1904. 
He is survived by two sons and a daughter, all of whom are 
members of the medical profession. The sympathy of all who 
knew and liked him in Lurgan will go out to his widow and 
to his children. 


Brice CoLtyer, of Croydon, passed quietty away in his slee 
on Jan. 13. He was 77, and was working right up to the end. 
Brice Collyer went up to St. Bartholomew's Hospital in 1890 
after a brilliant career at the Whitgift School, Croydon, where 
he was a contemporary of the late Sir James Berry. He 
ualified in 1893, and took the London M.D. in 1895. He 
led in succession at Bart's the posts of house-physician, house- 
surgeon, and resident anaesthetist. He was invited to join the 
staff, but he preferred clinical work and went to Croydon, 
joining Drs. Duncan and Philpott as a junior partner. He 
became the senior partner in 1922 and continued his work in 
= until his 

Sir Ernest Cowell writes: Brice Collyer’s friends mourn 
his loss but will envy his end. It is as he wanted, to die in. 
harness. He belonged to a vintage period. Horder, Gow, 
and Langdon-Down were fellow students and remained lifelon 
friends. Collyer was a great clinician, and he kept abreast o 
the times. He did a heavy round on Jan. 12, rested in bed, 
and died in his sleep in the early hours of the 13th. As a 
young man he acquired a reputation for sympathy which lasted 
throughout his long career. This began in Gloucestershire 
when he was doing a locum end was asked to visit a farmer 
to express his chief's condolences on the death of the farmer's 
wife. Collyer was a victim of hay-fever, and when he reached 
the house, after passing through several hayfields, his eyes were 
streaming. The farmer had never before seen such a sympa- 
thetic young man. Collyer used to tell this story with a chuckle. 


= 
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Although a staunch supporter of the British Medical Associa- 
tion, of which he had been a member fur over fifty years, he 
never took an active part in aflairs because of his deafness. 
He was a great lover of books; read wisely and well, and 
could always produce’ an apt quotation for any occasion. He 
will be greatly missed by many patients, to whom he was much 
more than a doctor. He was a true friend of many loyal 
admirers, down to the third or fourth generation. May he rest 
in peace. His name will be lovingly remembered by many of 
us for the rest of our lives. 


Universities and Colleges 


UNIVERSITY OF LONDON 


The honorary degree of D.Sc. of the University was conferred on 
Sir Henry Dale, O.M., G.B.E., M.D., F.R.S., F.R.C.P., and Prof. 
&. D. Adrian, O.M., M.D., F.R.S., F.R.C.P., at the Foundation 
Day celebrations on Nov. 28, 1946. 

Mr. John B. Hunter, M.Ch., F.R.C.S., has been re-elected Dean 
of the Faculty of Medicine in the University for the period 1946-8. 

Geoffrey Bourne, M.D., F.R.C.P., has been appointed to the 
Readership in Histology tenable at the London Hospital Medical 
College from Jan. 1. 

W. J. Martin, Ph.D., has been recognized as a Teacher of Medical 
Statistics at the London School of Hygiene and Tropical Medicine. 

The title of Prof. Emeritus of Morbid Anatomy in the University 
has been conferred on Hubert Maitland Turnbull, D.M., F.R.S., 
F.R.C.P., who held the Chair of Morbid Anatomy ai the London 
Hospital Medical College from February, 1919, until his retirement 
in September, 1946. 

David Waldron Smithers, M.D., has been appointed to the 
University Chair of Radiotherapy tenable at the Royal Cancer 
Hospital from Oci. 1, 1946. 

The title of Reader in Anatomy in the University has been con- 
ferred on Richard Wheeler Haines, D.Sc., M.B., B.S., in respect 
of the post held by him at St. Thomas’s Hospital Medical School. 


ROYAL COLLEGE OF: SURGEONS OF ENGLAND 


The Hunterian Oration entitled “‘ Hunterian Ideals To-day” will 
be delivered by Sir James Walton, M.S., F.R.C.S., at the College 
(Lincoln’s Inn Fields, W.C.) on Friday, Feb. 14, at 5 p.m. Fellows 
and Members of the College are invited to attend. 


Medical Notes in Parliament 


Applications for Special Diets 


Sir ERNEST GRAHAM-LITTLE, on Jan. 22, put a series of ques- 
tions about special diets (annotations on this subject were 
“It Can Happen Here” (Dec. 28, 1946, p. 995) and “ A Fore- 
taste of Control? ” (Jan. 11. p. 60); letters on the same theme 
appeared in the Journal of Dec. 28, 1946 (p. 1001) ; Jan. 11 
(p. 69); and (p. 157) Jan. 25). 

Mr. Stracuey told Sir Ernest that during the six months to 
Dec. 31, 1946, 235 applications which had been individually 
referred to the medical advisers of the Minister had been 
refused extra supplies of rationed foods as the result of the 
advice that was tendered. On the Special Diets Advisory 
Committee one member was under 40. Six members were in 
active practice as consultants. There were no general practi- 
tioners. The schedule of ailments was constantly under their 
review. 

Sir Ernest then asked whether Mr. Strachey knew that the 
average age of these ten persons was 55 plus and that no 
member of the Committee had any acquaintance with general 
or: personal experience of the doctor-patient relation- 

ip. 

Mr. Strachey said he took the opportunity to inform the 
House of the system under which special allowances of rationed 
foods were given. In 1940 the Medical Research Council, at 
the instance of Mr. W. S. Morrison, set up a Food Rationing 
(Special Diets) Advisory Committee. The function of the Com- 
enlttee was to advise the Minister how best to dispose of the 
very limited amount of extia food available for invalids. This 
independent, honorary, and authoritative Committee advised the 
Minister of Food what categories of illness required special 
rations, and established scales of the additional foodstuffs 
needed for each category. A list of these categories was circu- 
lated to every medical practitioner in the country. This admir- 
able system was continued by successive Ministers of Food, 
and Mr. Strachey said he had every confidence in it. He paid 


the warmest possible tribute to th lical eas 
possible ute € eminent medi 
through all these years, carried out these arduous sof ail ho. 
duties. He added that the Committze also considered a i ‘ 
tions from medical for additional foodstuff fo 
patients who would excluded on a strict application of se 
of laid for each type of 
condition. e Committee, therefore, acted 
cases. 
ir Ernest inquired whether Mr. Strachey k 
withdrawal from a patient, in the care of Cortnin ccm 
Birmingham, of an allowance of fat essential to the maintena “ 
of the patient’s life was followed by his death within a to 
days. He asked if Mr. Strachey would take steps to prevent 9 


recurrence of this overriding of the opinion of doctors in actual] 


charge of a patient. . 

_ Mr. Strachey answered that the certification from the Practi- 
tioner that the patient suffered from the illness specified was 
always accepted without question. It was so accepted in this 
case, and the official concerned had to inform the practitioner 
that in such cases two pints of milk daily and three eggs a week 
were allowed, but not additional butter. The lay official trans. 
mitted an incorrect reason for refusing the butter. The practj- 
tioner then appealed, but, there being no reason given for 
regarding this case as in any way different from others in this 
category, the Committee confirmed the refusal, giving the 
correct medical reasons for doing so. In this sad case the 
patient died of inoperable cancer. Mr. Strachey’s medica] 
advisers informed him that the grant or refusal of an extra 
fat ration could have had no influence whatever upon the 
course of this disease. Extra milk and eggs were granted op 
medical grounds to this patient, and an allowance of butter 
was, in fact, granted, after being discontinued for only two 
days, on compassionate grounds. 

Mr. CHURCHILL asked if there was any reason to believe that 
doctors had been abusing the right of giving advice as to extra 
diet to their patients in the past few years, and had this abuse 
amounted to such dimensions as to make an appreciable effect 
upon the general problem of food supplies. 

Mr. Stracuey said he would not like to accuse the medical 
profession of abuse in the matter, but the amount of extra milk 
given on medical priority grounds had caused concern to him, 
and, on other occasions, to his predecessors, and to this medica] 
Committee. The Ministry of Food had asked doctors, throu 
the medical press, to have regard to the need, particularly in. 
the case of milk, for restricting the extra amount granted on 
medical grounds. 

Colonel Stoppart-Scotr asked how frequently the Com- 


mittee had met and why it took from Aug. 3 to Dec. 20 to get 


| » agree to provide white flour for a man who died on 

Mr. STRACHEY could not say whether the meeting was weekly 
or was arranged with regard to the business in view. The 
Committee had, voluntarily and in an honorary capacity, per- 
formed arduous and invidious functions as well as they could 
be _——- The average time taken to decide appeals was 
nine days. 

Mr. LoGaN asked Mr. Strachey to give power to medical 
men to prescribe extra diets. Lives were saved by medical’ 
men and not by committees. Mr. STRACHEY said he could not 
possibly change the system. In the case of milk it certainly 
appeared that there must be some eminent and independent 
medical authority reviewing these cases. 

Mr. CHURCHILL suggested that if a doctor attended a patient 
and certified that the matter was urgent, the diet should be 
given pending reconsideration by higher authority. Mr. 
STRACHEY said that would be good if it could be done. The 
medical Committee had laid down the categories of illnesses, 
ailments, and conditions which qualified for an extra ration. 
If a doctor certified that a patient was suffering from a condi- 
tion which, on the scales laid down by the Committee, carried 
the extra ration, then the patient automatically and immediately 
received the ration. 

Mr. Bower inquired whether Mr. Strachey knew that at least 
two persons had recently died after being refused additional 
quantities of rationed foodstuffs recommended by their medical 
advisers ; and if he would now alter the present system in such 
a way as either to allow additional rations on the certificate of 
a registered medical practitioner or alternatively to ensure that 
the patient was seen personally by at least one member of the 
Special Diets Advisory Committee before additional rations 
were refused. Mr. StracHey could not accept the implication 
that deaths had resulted from the refusal of applications for 
additional rationed foods. 
present system of dealing with these applications and said he 
proposed to continue it. 

Sir Ernest GRraHAM-LiTTLE asked Mr. Strachey to review 
the case of a patient discharged from hospital after a severe 
operation before convalescence, owing to shortage of beds, and 
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Sy placed under the care of a general practitioner who applied for liquid milk. Adult consumption of milk had increased by 30%. 
ho ig} dietetic allowances and was refused by his Department. Mothers and children had a priority allowance of seven pints | 
cult SrracHEY replied that in this case a doctor asked that a a week, against a pre-war average of about half a pint. Ip 


ica- ‘nt who was discharged from hospital after operations for three or four years a supply of groundnuts from Africa 
for paler peritonitis, and already receiving extra milk and eggs, might relieve many anxieties with regard to fat supplies. 
fold also receive extra meat, cheese, sugar, butter, bacon, Lord CHERWELL expressed surprise that the Ministry of Food 
Or | apd bread. The application was refused as the Special Diets had made no statement on a disquieting paper published in . 
: Committee recommended that the ordinary rations of the British Medical Journal by the Secretary of the Medical 
other than milk and eggs were sufficient for conva- Research Council (“ Diet and Canine Hysteria,” by Sir Edward — 
the | jacence from any illness. A review now would be inappropri- Mellanby—Dec. 14, 1946, p. 885). Apparently 90% of the 


| in |. as the doctor had recommended the additional rations for nation’s flour was bleached by nitrogen trichloride. Examina- 
Nee | gy weeks from July 25, 1946. tion of hysteria in dogs seemed to have proved conclusively 
few - ‘- ERNEST GRAHAM-LITTLE further pressed Mr. Strachey to that this was caused by bread bleached by the same process. 
ta | review the decision on a case where a radiologist, to carry out Whether human beings were affected in the same way had 
ual |, test for bile function on one of his patients, required to give not been proved but was not unlikely. In the first stage the dog 


adiet of eggs beaten up with milk, and was refused the grant got listless, apathetic, and averse to exercise. If this form 
cti- | if the eggs by the medical advisers of the Department who of diet had the same effect on human beings it would not be | 
was | tad no knowledge of the case. Mr. STRACHEY said an applica- conducive to increased production. 
this | tion was made in June, 1945, by a doctor for supplies of eggs l ; 
Mer | for six unnamed patients to determine the function of the gall- Notes in Brief 
eek | sadder. The application was rejected because the Ministry’s British Zone Rations.—In the British zone of Germany for the ° 
NS- | medical advisers considered that the same purpose would be period Jan. 6 to Feb. 2 of this year the weighted average of rations, 
cti- grved by other fats. including those of normal consumers, heavy workers, oumng mothers, 
for Mr. STRACHEY furnished the following list of members of and other special classes is about 1,750 calories per day. This figure 
this Food Rationing (Special Diets) Advisory Committee of  ¢Xcludes the extra rations of children attending school in certain 
the the Medical Research Council: areas who receive a supplementary meal, assessed at 300 calories . 
the |" ip Edward Mellanby (Chairman), Prof. L. S. P. Davidson, daily up to 12 years and 490 calories daily over 12 years of age © 
ical | ge Francis Fraser, Lord Horder, Dr. .R. D. Lawrence, Prof. 
‘tra |p A. McCance, Dr. M. L. Rosenheim, Dr. Norman —, 


the J. C. Spence, Prof. H. P. Himsworth. Lord Dawson Ai 

on a then President of the British Medical Association, was M edical News 

member of the Committee until the time of his death, == 

wo 

val German Doctors on Trial Mr. A. Dickson Wright will deliver the second of: two Canto: 

ion Mr. SOMERVILLE HasTINGS inquired on Jan. 22 whether _ Lectures before the Royal Society of Arts (John Adam Street, 

use | mission was given to Dr. Kenneth Mellanby to travel to - Adelphi, London, W.C.) on Monday, Feb. 3, at 5 p.m. His subject 

‘ect | many in the uniform of a British war correspondent to talk to _ is “ Applications of Recent Physical Discoveries in Medical Diagnosis — 
German doctors on trial at Niiremberg about their experiments and Treatment.” Mr. Wright’s first lecture, on the advances of 

cal | on human beings, and what use would be made of his report. modern surgery, was delivered on Jan. 27. 

ilk | Mr. JoHN HyND replied that Dr. Mellanby travelled as an —_— clinical meeting of the Scottish Group of the Association ot 


weredited representative of the British Medical Journal and Medical t useum,-: 

was given the usual facilities affotded to a Press correspondent. whes 
igh The use made of his report was a matter for the editor of the py. J. Ferguson Smith will show a number of cases, some of which 
per concerned. (See “ Medical Experiments on Human wij} have an industrial bearing, followed by a short talk on skin 


on eo ae a ie) in Nazi Germany” in the conditions. Time will be given for discussion and questions. 
lournal a a oo , A meeting of the London Association of the Medical Women’s 

oa National Food Supplies gen will be held at on Wednesday, Feb. 5, 

t 8.30 p.m., when Mi llier, F.R.C.S., wi 5 

on In the House of Lords on Jan. 22 Lord pe L’ISLE AND «The War Experience on 

Kl DUDLEY called attention to the food situation. He said food _ Treatment.” 

<u me gl quantity and variety was needed for the nation’s of meeting of the s P y of Public Analysts and Other Analytical 

er; | Lord HENDERSON, replying for the Government, said that emists will be held at the Chemical Society’s rooms (Burlington 

u during 1946 the world food situation deteriorated further, but House, Piccadilly, W.) on Wednesday, Feb. 5, at 6 p.m., wher 


ld 
vas_ | the British national diet the overall average intake of calories  PPers will be presented and discussed. 
: continued at only 5% less than it was before the war. Acute There will be a clinical meeting of the Medical Society of the 
cal | ihortage in the world supply of major foodstuffs would con- L-C.C, Service on Thursday, Feb. 6, at 3 p.m. at Sutton Hospital 
tinue improvement (Neurosis Centre), Brighton Road, Sutton, Surrey. 
n was expected in oil and fat supplies. reduction in the Unite : : sans 
nly |Kingdom bread ration might be inescapable. In meat supplies Pr Colas at 
ent | it seemed likely that the Government would be no more than Gynaecologists in Sydney and Melbourne, Australia 

able to maintain in 1947 the same ration that had been issued “ir Oo Rect! 
ent last year. Egg and dried egg supplies would almost -certainly Postgraduates desiring courses at the Institute of Child Health. 
be | be maintained at 1946 levels. Fish landings in the spring might The Hospital for Sick Children, Great Ormond Street, London, 
Mr. become an embarrassment. There -might be difficulty in main- W.C.1, for three to six months or for shorter periods are asked to 
The | taining the 2 oz. ration of bacon. There was practically no apply for reservations as early as possible before the date they wish 
8, | hope of restoring the 3 oz. ration during 1947. There was a_ to begin their studies, as vacancies are being filled well in advance 
on. | prospect of 7 to 10% more sugar and of a small increase in the The National Coal Board announces that Cuthbert Leslie Cope, 
di- | butter ration. He hoped no further cut would be necessary in D.M., F.R.C.P., First Assistant, to the Nuffield Professor of 
ied J the rations of soap or edible fats. Medicine, Oxford, has been appointed Director of Research (Human 
ely Lord CHERWELL said that at the end of the first year of peace Problems) under the scientific member of the Board, Sir Charles 
the consumption of meat was down by 15%, of bacon by 33%, Ellis. ; 


ast | of cooking fat by 8%, of jam and marmalade by 16%, and of ‘ 

nal | dried fruits by 15%. Lord Henderson’s forecasts implied a 

cal | further reduction of 100 calories or so a day in the British hes od 

ich } ration. The vast majority of the nation had a great deal-more will be made available 

of to eat before the war than they got now. Lord Addison as a USES 
tives of each nation. The responsible body in Britain is the Board 


hat | medical man would not put forward the claim that the national 
the | health had never been better. Gastric ulcers' and other gastric and in America the 


ms | troubles were on the increase, as were diseases of the nervous 
of f system and the cardiovascular system. The rising incidence of Dr. Carlos Chagas, jun., director of the Institute of Biophysics. 
for | tuberculosis since the food had been reduced was unmistakable. University of Brazil, and a specialist in metabolism, is on a visit, 
the | Lord Appison said restrictions had continued into the arranged by the British Council, to this country to study medical 
he t-war period because the: needs of the world had been developments. He is to meet British medical authorities in London, 
7 ocused through the International Allocation Board. In Britain Oxford, and in Cambridge, where he will deliver a paper to the 
ew f more milk was being produced this year than ever before in Society of Experimental Biology on “Some Aspects of the 
ere § the winter months and a much larger quantity was consumed as Discharge of the Electric Eel.” cd in tin a ead 
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EPIDEMIOLOGY SECTION 


At a meeting of the directors of the Society for Relief of Widows 
and Orphans of Medical Men, held on Jan. 8, with Dr. R. A. 
Young, president, in the chair, one new member was elected. £1,815 
was voted for the payment of the half-yearly grants to the widows 
in receipt of relief, those 65 years of age and over receiving £37 10s. 
each, and those under 65, £25 each. The question of the society’s 
holding in railway debentures was discussed and will be raised again 
at the April meeting. Members who have been serving in H.M. 
Forces and who are now demobilized should notify the secretary 
of their present addresses, as, unless the arrears of subscriptions are 
paid, membership is suspended. Membership is open to any 
registered medical man who, at the time of his election, is residing 
within a twenty-mile radius of Charing Cross. Full particulars may 
be obtained from the secretary of the society, 11, Chandos Street, 
Cavendish Square, W.1. 


The British Journal of Nutrition is another quarterly journal to 
make its appearance for the first time. It is not, perhaps, entirely 
aew because it is replacing the Proceedings of the Nutrition Society 
and comes out under the same auspices. The Editorial Board, under 
the Chairmanship of Dr. S. K. Kon of the National Institute for 
Research in Dairying at Reading, will consist of the following 
members: D. P. Cuthbertson, J. N. Davidson, R. C. Garry, 
G. Graham, J. Hammond, E. M. M. Hume, I. Leitch, W. C. Miller, 
B. S. Platt, J. A. B. Smith, F. Yates. The first number of the 
journal will appear during the first half of this year and we wish 
it every success. 

Sir John Fraser, Principal of Edinburgh University, has consented 
to become honorary president of the Scottish Association of 
Occupational Therapists. Lt.-Col. Cunningham, of Edinburgh, has 
accepted the office of honorary vice-president. 


EPIDEMIOLOGICAL NOTES \ 
Discussion of Table 


in England and Wales infectious diseases were less prevalent 
than in the preceding week. There were decreases in the inci- 
dence of measles 600, scarlet fever 103, whooping-cough 102, 
and diphtheria 10. There was an increase in the notifications of 
dysentery 22. 

Although the total number of cases of measles declined, an 
increased incidence was recorded in several counties, notabl 
Staffordshire 143, Nottinghamshire 103, and Yorkshire N 
Riding 72. The largest falls were recorded in Warwickshire 
155, Yorkshire West Riding 114, and Hertfordshire 85. 

Slight decreases in the incidence of scarlet fever were general 
and no r- local fluctuations were reported. The decrease in 
cases of whooping-cough was mainly contributed by the south- 
western counties, where 64 fewer cases were notified than in 
the preceding week. No changes of any size were recorded in 
the local returns of diphtheria. 

Two fresh outbreaks of dysentery were recorded during the 
week: Hertfordshire, St. Albans R.D. 24 and Yorkshire West 
Riding, Rotherham C.B. 14. The only other large returns for 
dysentery were Lancashire 13 and London 11. 

In Scotland an increased incidence was recorded for whooping- 
—_ 397, measles 239, acute primary pneumonia 70, and 
scarlet fever 20. Measles appears to be most prevalent in the 
cities of Aberdeen and Edinburgh. 

In Eire a large increase in cases of whooping-cough 64 was 
mainly due to the outbreak in Dublin C.B., where there were 
101 cases. The notifications of scarlet fever and diphtheria 
decreased by 18 and 17 respectively. 

In Northern Ireland a further 755 cases were notified in the 
epidemic of measles in Belfast C.B. 


Quarterly Returns for Northern Ireland 


The birth rate during the September quarter was 22.9 per 
1,000 and was the same as the average of the third quarters of 
the five years 1941-5. The infant mortality was 43 per 1,000 
registered births and was 20 below the average of the five 
preceding September quarters. Maternal mortality was 2.5 per 
1,000 births and was 0.7 below the five years’ average. The 
general death rate was 9.8 per 1,000 and was 1.1 below the 
average rate for the five preceding third quarters. Deaths from 
infectious diseases were slightly less than half of the average of 
the third quarters during 1941-5. Deaths from pulmonary 
tuberculosis and from other forms were 179 and 55 and were 
25 and 9, respectively, below the five years’ average. 


‘Week Ending January 18 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,226, whooping-cough 
2,192, diphtheria 256, measles 11.087, acute pneumonia 1,223, 
cerebrospinal fever 58, wee 72. acute poliomyelitis 9, 
paratyphoid 6. typhoid 4. Deaths from influenza in the 126 
great towns numbered 85. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Di 
Statistics in the British Isles during the endel 


Figures of Principal Notifiable Diseases for the week and t 
sponding week last year, for: (a) England and Wales he mony inchuecOTe 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ire! (b 
Figures of Births and Deaths, and of Deaths recorded under each infectious di: 
are for: (a) The 126 great towns in England and Wales (including lea 
(b) London (administrative county). (c) The 16 principal towns in Scotland a) 
towns in Eire. 10 towns in Northern 
lash — denotes no cases; a blank space otes disease Notifia 
no return available. _ ble or 


Di 1947 1946 (Corresponding Week) 
| @ | mle (d) | 
Cerebrospinal fever .. 56, 7| 34, 2 1 86) 93 
Deaths 4; — 3 1 
Diphtheria... os 232} 15), 60) 18) 11 35) 1 
Dysentery és oe 87) 11) 144—] — 344] 28) 37] 4) — 
Deaths ee ee 
Encephalitis lethargica, 
ths 
Erysipelas 56} 3 53 
Deaths oe — 
Infective enteritis or 
diarrhoca under 2 
years 33 
Deaths oe 79| 16 58} 8 16 2 
Measles* 10,223] 291) 445) 34] 755] 777) 86) 156] 153) 4 
Deaths 10 3} — 
Ophthalmia neonatorum 4 1 3.3 
Deaths aa 
Paratyphoid fever 4) — — 
Pneumonia, influenzal .. | 1,264] 100) 39) 2) 8] 1,445) 84) 57| 11] 19 
Deaths (from influ- 
enza)t 74, 14) 11 165} 13) 21] 4 
Pneumonia, primary .. 41 504} 30) 
Deaths 92 20| 102 4 
Polio-enc tis, acute 1] — 
Poliomyelitis, acute .. 144 3} | 
Puerperal fever .. 3) 14 5} 11 
Deaths oe 
Puerperal pyrexia 142) 12 154) 18) 17) 
Deaths oe ae 
Scarlet fever 1,058} 81] 266} 19 1,355} 117| 226] 25 
Deaths 1;—|— 
Typhoid fever .. 4—|;— — 3 1) S| 13 
Whooping-cough* | 1,928) 132) 465) 128 65) 1,190} 91} 99) 42) 7 
Deaths 9} — 1 11 1 1 — 
Deaths (0-1 year) 333) 62) 91 20} 62) 53) 
Infant mortality rate . 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. | 6,750|1177| 860 155] 6,784|1071| 247| 168 
Annual death rate (per 
1,000 persons living) 18-9 20-0} 15-3) 
Live births .. | 9,838/1552|1223 7,221}1055| 882) 493) 277 
Annual rate 1,000 
persons living es 24-6 17-6] 31-6 
Stillbirths és 272| 47 211} 19} 39 
Rate per 1,000 total 
births (including 
stillborn) .. pte 37 42 


* Measles and whooping-cough are not notifiable in Scotland, and the return 
are therefore an approximation only. ‘ : 
t+ Includes primary form for England and Wales, ‘London (administrative 
county), and Northern Ireland. 
7; —— puerreral fever for England and Wales and Eire. 
tis still not possible to publish the return of births and deaths for Eire for the 
ents coed Oct. 26, Nov. 2, 9, 16, 23, 30, Dec. 7, 14, 21, 28, 1946; Jan. 4 and 
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Any Questions ? 


Correspondents should give their names and addresses (not for 


hich should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Whooping-cough Immunization 

Q.—What public health authorities in this country are trying 
ymmunization against whooping-cough on a large scale? Can 
refer me to the latest and most recent pronouncement on 

this subject ? 
A.—This question probably refers to the controlled trials of 
vaccine being carried out by the Medical Research 
Council in conjunction with certain local authorities. These 
trialsshave so far been organized and are in progress in the 
poroughs of Tottenham and Wembley and in the City of 
Manchester. Two American vaccines are in use—the Sauer 
yaccine, made by Parke, Davis and Co., Detroit; and the 
Kendrick vaccine, made at the laboratories of the Michigan 
Public Health Department. Further organized trials will 
bably be carried out with new British vaccines ; inquiries 
should be addressed to the Medical Research Council. An 
up-to-date review on immunization against whooping-cough is 
given by Dr. J. Tudor Lewis in the Medical Officer, July 6. 

1946, page 5. 

Penicillin Treatment of Carbuncle 
Q.—What is the correct modern treatment of a carbuncle ? 
Do daily intramuscular injections of 125,000 units of penicillin 
in beeswax and ethyl oleate alone produce a satisfactory blood 
level of the drug in this condition, and is there evidence that 
this treatment reduces the incidence of metastatic complica- 
dons? Is surgical incision contraindicated for the majority 
of cases? Should penicillin injections be combined with 
slphathiazole by mouth? 


A.—The advent of penicillin therapy has to all intents and 
purposes done away with the need for surgical measures in 
the treatment of carbuncles. Penicillin, if given early enough 
and in sufficient quantity, will abort a carbuncle ; if the condi- 
tion has already reached the stage of subcutaneous necrosis, 
sloughs will separate automatically within three to seven days 
and can be picked out with dressing forceps. Should the 
resultant cavity be large enough to warrant it, immediate skin- 
grafting (after removal of loughs) can be carried out with 
every confidence of success. In practically all cases the rapid 
telief of pain and toxaemia and of local oedema and tender- 
ness can only be described as dramatic—taking place within 
afew hours. Dosage should approximate to 200,000 units a 
day for three to four days, and the penicillin can be given by 
intramuscular three-hourly injections of 20,000 units; by the 
“intensive ”" method (200,000 units given into an intravenous 
drip over a two-hourly period daily for two to three days); 
or by a single daily injection of 150,000 units in a “ slow- 
telease vehicle.” All these methods maintain a satisfactorily 
bactericidal blood level. Many instances have been reported 
of metastatic complications being both aborted and cured by 
penicillin administration. Generally speaking, penicillin alone 
will provide the required therapy, and sulphathiazole is 
better avoided as in a certain proportion of cases it will 
produce unwanted side-effects. 


Postponement of Menstruation 

Q.—Is there any danger in using synthetic oestrogens by 
mouth to postpone the onset of a menstrual period: (a) once 
in a while; (b) repeatedly? What is the most satisfactory 
preparation, and when and in what dosage should it be given? 
How long may one expect to hold off the bleeding and the 
associated symptoms? Supposing the patient had become 
pregnant in the previous four weeks, would the foetus be 
endangered? In order to ensure that the chosen preparaticn 
did not cause unpleasant side-effects, what would be the best 
time in the cycle to make a preliminary “ blank” trial ? 


A.—If medication is to be limited to the premenstrual phase 
it is easier to postpone menstruation with progesterone than 


plication) and include all relevant details in their questions, _ 


with oestrogen. If stilboestrol is to be used, give 1 or 2 mg 
by mouth immediately after the end of a period and continue 
the dose thrice daily throughout the cycle. The object of this 
is to inhibit ovulation, and if this is achieved the next uterine 
bleeding (which will be anovular in type) will probably be 
postponed until seven to ten days after treatment is suspended 
If, however, an ovum is liberated and fertilized it #% possible 
that the heavy oestrogenic stimulus will inhibit progestationa! 
changes in the endometrium and so prevent implantation 
Once the ovum is successfully implanted, however, say afte: 
the twenty-second or twenty-third day of the cycle, stilboestro: 
is unlikely to disturb it. Oestrogens do not induce abortion ir 
the human being, although they do in some of the lowe. 
animals. 

One or two test doses of stilboestrol could be given withou' 
harm at any time in the cycle, but perhaps the best time i: | 
during the ten days following a period. The deliberate post. 
ponement of menstruation by oestrogen and progesterone may 
be occasionally justified by some very special circumstance and 
probably does no harm. It should not, however, be done 
repeatedly for fear of upsetting the menstrual rhythm more 
permanently. Moreover the continued or frequent use of 
stilboestrol would cause endometrial hyperplasia and profuse 
uterine bleeding as well as some inhibition of pituitary and 
ovarian function. 


Sulphonamides in Secondary Anaemia 

Q.—/s there any danger in giving sulphonamides in severe 
secondary anaemia for an accompanying disorder (for example. 
gonococcal arthritis), providing granulocytes are in approxi 
mately normal proportions ? 

A.—There is little danger in giving sulphonamides in such 
circumstances ; certainly, if the accompanying infection ind 
cates their use, they should not be withheld. Moreoves 
leucopenia, and even agranulocytosis, are not contraindica 
tions provided that there is associated sepsis which they are 
likely to control and that the initial reduction of leucocytes 
was not due to sensitivity to these drugs. It may be recalled 
that one rare manifestation of sensitivity to sulphonamides i+ 
an acute haemolytic anaemia, the gravity of which, in a patien' 
already anaemic, is obvious ; secondly, there is some evidence 
that a mild depression of erythropoiesis follows prolonged 
medication with these drugs. 


Stoking as a Cause of Industrial Disease 


* Q.—During the war a stoker worked in a hospital where the ' 


stoke-hole was badly ventilated owing to the blackout. He now 
has extreme emphysema, with chronic bronchitis, probably due 
to the fumes. Is this an “ industrial disease,” and, if so, what 
steps should be taken to contact a certifying factory surgeon? 


.—The occupation is not one specified in the Compensation | 


Schemes, either under the Silicosis and Asbestosis Act of 1930. 
the Workmen’s Compensation Act of 1943, or the Shipping 
Industry Compensation Scheme of 1946. Since apparently the 
stoker’s work was carried on in a hospital the examining factory 
surgeon would in any case have no jurisdiction. 


Distance Vision in Presbyopes 
Q.—In presbyopes vision for distance is commonly blurrea 
on removing their glasses. This can hardly be due to accom 
modation, for it occurs in quite elderly subjects. What are the 
cause and the treatment ? 


A.—The assumption that the symptom mentioned cannot be 
due to accommodation is not quite valid. There is very little 
decline in capacity for accommodation after the age of 60, and 
a nonagenarian has a capacity for accommodation not muct 
different from that of a man thirty years younger. It is reason 
able to assume that the symptom is an expression of loss of 
resilience in accommodation. In the young the ciliary muscle 
acts briskly and the eye rapidly adjusts itself to any distance 
required. With the onset of presbyopia the muscle does no: 
function so effectively, and the sclerosis of the lens makes this 
structure less plastic. In consequence there is effort involved 
to produce accommodation, and return to distance vision is 
also not so spontaneous. It i§'as if the eye, once adjusted for 
near vision, remains “ fixed” for some little time in that state 
before adjusting itself to distance. If this is so there is little 
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that can be done in the way of treatment. Nothing will make 
& senescent muscle younger and a rigid lens more plastic. It 
is, however, an accepted clinical fact that after debilitating 


illnesses these symptoms are common. The maintenance of 


good health and physical efficiency would therefore seem to be 
the only effective means of reducing these symptoms to a 


minimum. 
Use of Powder in Massage 


Q.—The use of powder in massage seems to be unphysio- 
logical and unhygienic. Would it not be better to use some 
oil which might also nourish the skin? What are the advan- 
tages and disadvantages of the use of powder as compared with 
oil or lanolin ? 

A.—The advantages of powder—provided it is of good 
quality—as a dry lubricant are: the ease with which it is 
applied and with which it is stored or carried about, and its 
general cleanliness in use. It may have its disadvantages where 
delicate skins are concerned or where the skin is unusually 
scaly or dry through deficient sebum production, when oil is 
preferable. Oily lubricants are undoubtedly messy, and, except 
for those which are readily absorbed by the skin, they have to 
be removed by thorough washing with soap or by means of 
spirits if grease stains are to be avoided on garments or bed 
linen. The protection against water and physical agents 
afforded by an oil-sodden corneal layer to the skin is too well 
appreciated to need stressing, but whether oil inunctions have 
any nutritive properties is problematic. 

The use of powder as a lubricant for massage is no more 
‘unphysiological” than the use of graphite in bearings is 
unscientific; and, provided always that the powder is clean, 
the “unhygienic” qualities of the procedure will be deter- 
mined solely by the state of cleanliness—or otherwise—of the 
patient’s skin and the masseuse’s hands. 


Two-stage Prostatectomy 

Q.—In cases of enlarged prostate is it safe tov proceed with 
the second operation if the blood urea is in the region of 60, 
70, 80, or 90 mg. per 100 ml.? The patient is apparently in 
oerfect health, with good appetite, etc. 

A.—The indications for proceeding with the second stage of 
the prostatectomy will depend on many other things besides 
the blood urea; for example, the urea concentration test, the 
total output of urine, and the general clinical condition. If 
the blood urea does not fall further with continued suprapubic 
drainage, and remains in the neighbourhood of 60/70, it may 
be justifiable to carry out an enucleation provided that other 
factors are favourable. Before doing so an intravenous pyelo- 
gram should be taken as this will show whether there is any 
gross lesion of the kidneys. Operation on a case in which the 
blood urea was consistently above 60 mg. per 100 ml. would 
inevitably carry with it some risk. 


. Increasing Stature 

Q.—Can a man of 32 increase his height? 1 have seen it 
stated that a person's height can be permanently increased by 
a physiological thickening of cartilage. 

A.—There is no method of increasing the true height of an 
wdividual once the epiphyses have united. It is impossible to 
produce the physiological increase in thickness of cartilage 
claimed. It is possible, of course, to increase the apparent 
height of one whose carriage is defective, by exercises designed 
to produce a more erect. posture. 


INCOME TAX 


4ll inquiries will receive an authoritative reply but only a selectivn 
can be published. ' 


Holding of Several Appointments 
G. K. holds one main appointment and several minor ones for 
which he is paid on a sessional basis. How should he be assessed? 


*,* In strict law the income from each appointment is assessable 
ander Schedule E, but we think that G. K. will be able to arrange 
with the local tax office for the main earnings to be assessed under 
Schedule E and the minor earnings aggregated into one sum and 
assessed under Schedule D—such an arrangement will obviously be 
convenient to both parties. G. Ke. is advised to raise the matter at 
ence with the tax office-so that the persons from whom he holds the 
minor appointments can be authorized to regard their payments as 
outside the P.A.Y.E. scheme. 


Letters and Notes 7 
Penicillin for Germany 
Mr. H. Carter and Dr. YOLANDE FRigEDL write: 
particularly in the medical field, have generally held to the prin. 
ciple that the latest discoveries for saving life or mitigating suffering 
should be used for the benefit of all mankind. It is therefore with 
grave concern that we note that, owing to the completeness of the 
economic breakdown in Germany, the patients in the 
hospitals are largely deprived of some of those remedies with which 
their lives might be saved or their sufferings lessened. A few month; 
ago we received a letter from Dr. Ruth Smatznig of the children’, 
hospital in Charlottenburg, in the British Sector of Greater Berlin, 
asking if we could send her even a small amount of penicillin fo, 
those cases requiring it most urgently. At that time there Was, as 
far as she knew, apart from those hospitals receiving children unde, 
treatment for venereal disease, no children’s hospital in Berlin jp 
which penicillin was available for other infections amenable to 
penicillin. A little more penicillin has now been made availabk 
for other cases than venereal disease, but there is still far leg 
than is required by all types of hospitals. We have recently sen 
out from the Ecumenical Refugee Commission of the World Coung) 
of Churches, in conjunction with Save Europe Now, 2,000 
units of penicillin, which were flown across for us by the RAF, 
and which the Public Health authorities of B.A.O.R. are distributing 
for us among the hospitals in the British Zone and in Berlin. 
would gladly receive a similar consignment from us monthly, if we 
can send it, and more is urgently required. Your readers are jp 
a position to assess the seriousness of the situation, and we would 
ask them to enable us to continue sending it. Donations can be 
sent to the Chairman of the Ecumenical Refugee Commission, 21, 
Bloomsbury Street, London, W.C.1. This organization is duh 
registered under the War Charities Act. 


Endogenous Depression in General Practice 

Mr. H. I. Derrcu, F.R.C.S. (Halifax), writes: Concerning the 
article by Dr. C. A. H. Watts (Jan. 4, p. 11) on the treatment of 
mild mental disorder and neurosis in general practice and the facili. 
ties at general hospitals, we have, attached to this hospital, a large 
department staffed by a psychiatrist and a physician for functions) 
nervous disorders, which holds an out-patient session nearly every 
day of the week, has beds for in-patients to an unlimited extent, 
and gives E.C.T. both to out-patient and to in-patients. Th 
establishment of the department was easy and raised no administra 
tive difficulties. Matron seconded members of her staff to the local 
mental hospital for training before treatment was commenced. 


Dr. P. E. F. Frossarp (London, W.1) writes: In his article ow | 


lining “‘ Endogenous Depression in General Practice ” (Jan. 4, p. 11) 
Dr. C. A. H. Watts, while stressing the efficiency of electro 
convulsion therapy and bemoaning the difficulty in persuading th 
mild depressive to go into a mental hospital for it, seems to be unde 
the misapprehension that E.C.T. cannot be obtained in this county 
without resource to in-patient treatment. He says: “In any 

in America (the italics are mine) E.C.T. is given to out-patients, 
and the majority of mild depressives could well be treated in that 
way” (p. 14). I would like to reassure Dr. Watts that patients 
need not be sent as far as America for out-patient E.C.T. At th 
British Hospital for Functional Nervous Disorders—a clinic which 
has no in-patient department—E.C.T. is regularly administered t 
suitable cases referred by general practitioners and specialists, As 
in private practice, the patient is required to bring a friend 
accompany him home after a short rest. 


Extra Meat in Liver Disease 

The Minister of Food announces that persons suffering from 
infective hepatitis (catarrhal jaundice), toxic jaundice, and chronit 
hepatitis (cirrhosis of the liver) may now be allowed extra meal 
in addition to the household milk powder now permitted. Th 
additional meat will be made available as follows. (1) Infective 
Hepatitis and Toxic Jaundice-——Two extra rations of meat a week 
may be granted for a period of one month, renewable on production 
of further medical certificates at monthly intervals. The grant wil 
be made for a maximum period of four months. (2) Chronit 
Hepatitis—Two extra rations of meat a week may be granted fo 
a period of three nionths, renewable on production of furthe 
medical certificates at three-monthly intervals. bs 


Record of Service A 
Mr. J. Exvtiot Square, F.R.C.S. (Plymouth), writes: I see @ 
the Jan. 11 issue of your Journal (p. 78) that Dr. C. H. Hall, @ 
Watford, has been secretary of his medical society for 50 years. J 
can beat that as I am now in my 59th year as Hon. Treasurer @ 
the Plymouth Medical Society, which was founded in 1794, and@ 
I believe the oldest provincial medical society in Britain except t 
Colchester Society. 
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